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IRREDUCIBLE RIGHT E^GOINAL HERNIA APPENDIX AND 
CECUM IN SAC 


For this allemoon s cluuc I thinL I tan promise a number 
ol mterestmg and I hope lastnictive cases The first patient 
» a male SKt> one >ears ot age with an irreducible right in 
guinal hernia of one years duration He nas sent to the clmic 
by hia family physician Dr Wilden whom he had consulted 
because he thought the hernia was a httle larger than usual 
The doctor tried to reduce the hernia by gentle taxis but uith 
out success and so advised immediate operation Proceeding 
1 expose the scrotum and the right inguinal region and at once 
you will note a \er> large scrotum and much fulness over the 
lower portion of the n bt inguinal region Percussion o^e^ the 
swelling gives a mired note fair resonance above and flatmess 
beJoir auscultation over the upper part of the swelling reveals 
the presence of peristalsis but thi is absent below This then 
IS not a stranmlated henna firet because there ire none of the 
subjective symptoms— pam vomiting inabibty to pass gas — 
and furthermore absence of the expre sion of a patient who i 
very lU ^\’hat is the differoice between an irreducible and a 
strangulated hernia? An irreduable hernia is one that does 
not go back of itself and cannot be put back by ta^s in tha 
respect resembling a strangulated hernia but differmg from the - 
biter in that the arcuUUon \a culad^ejid fecal is pre^nU o 
both of which are absent m a strangulated hernia The arrest of ' 
the blood^v«sel arcuIaUon « theian er point inU itAin|uMe<ft ' 
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hernia and therefore demands very prompt operation There 
13 another tj'pe of hernia that frequency causes some indecision 
as to the best thmg to do and that is incarcerated henna This 
differs from either of the other Q^pes m that the fecal oiculation 
alone is arrested Practically all forms of irreduable hernia 
should be subjected to operation smce taxis is more dangerous 
than masjon and reduction Taxis la fact is responsible for 
the high mortalitj m opentbon for strangulated henua it not 
only causes delay m the c^rabon but bruises and contuses 
the contents of the hernia and in many instances causes bleed 
mg mto the wall of the bowel and the mesentery furthermore 
It mcreases the danger of c^rabon since bowel resection is so 
often required foUowmg it. W ith these results of m min d 
we surgeons are often appalled to think that so barbarous and 
hfe-destroying a measure is still being tau ht to medical stu 
dents Two other causes of death are purgation and delayed 
operabon due oftentimes to faJure to make a thorough phys- 
ical examination when the paUent is hnt seen 

The patient being under the anesthetic we will now pro- 
ceed with the operabon I cany an masion o\er the swelling 
dividing the skm the supet£aal fasaa and the aponeurosis of 
the external oblique muscle thus exposing the postenor layer 
of the antenor sheath of the rectus muscle the archin<» fibers 
of the mtemal oblique muscle the canal and a protrusion m the 
canal ov er which the cremaster muscle bes I will now intro- 
duce the end of the handle of the scalpel beneath the free border 
of the ar ching fibers of the internal irfibque muscle carrymg 
It far enough upward and outward to lift up the archmg fibers 
of the trans ersalis muscle following the knife with the bps 
of my two index fin ers enables we to separate the peritoneum 
by breaking throu h the transveisalis faso and the prepento- 
neal fat f r a suffiaent distance from the transv ersalis muscle 
so that when the neck of the sac is bed and divided the stump 
will lie well up behind these musdes An easy means of idenb 
fying the sac is offered by masm the pentoneum fueh up and 
carrying the fin er through the opening and downward mto 
the sac. Thu aho impltfies Ih deb ery and the removal of 
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the appendix for in operatin upon right inguinal hernia it is 
my practice with few cxcepUons to take out the appendix 
^Vhen you anticipate removal of the appendix m a henua 
operation I advise you not to do so without proper consent 
unless you know your patient very well otherwise you may 
have a law suit on your hands for having done an operabon 
without the consent of the pabent 

Havmg opened the pentoneum and introduced my fingers 
I am able to carry the finger down through the pentoneal ex 
tension mto the scrotum and demonstrate the presence of a 
large sac I now open the antenor wall of the sac together with 
the upper portion of the overlyin^ walls of the scrotum thus 
exposmg the mtestme In graspmg the contents of the sac 
between my fingers and thumb m this manner I find I am un 
able to withdraw them from the sac 1 will therefore carry 
the index fingers of my left band well down into the sac and as 
I do so I meet with adhesions between the contents of the sac 
and the sac wall Upon sepatabng these adhesions there is 
hbeiated a foul smelling datk fluid We have a culture made 
of this fluid Before gomg further with the reducbon of the 
hemu into the wound I will thoroughly pad o2 the openuvo m 
the peritoneum in the upper porbon of the canal hoping thus 
to avoid contaminabon by contact of the fluid contamed in the 
low er porbon of the sac I will pause here for a moment to say 
that m operatmg for a strangulated henua after the sac is 
opened and before the constncbon is divided the sac should be 
thoroughly cleaned so that when m dividing the constncbon 
the communicabon between the sac and the pentoneal cavity is 
established there will be the mmimum chance of pentoneal 
contaminabon Now then IwiU continue e\acuabng the con 
tents and dehver them mto the wound Much to my surpnse 
I find that the contents of the sac consist of the terminal ileum 
the cecum and the appendix the cecum as you see is gan 
gtenous and perforated (Fig 1) This will entail excision of 
the terminal ileum the cecum and a part of the ascending 
colon This havmg been done and the ends of the ileum and 
colon mvagmated I make a lateral ileocolostomy and close the 
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Upper porUon of the wound Ne. t I will dram the lower part 
of the wound includmg the scrotal portion with gauze and one 
rubber dramage tube which wiU protrude through a counter 
opemng m the base of the scrotum 



F s 1 — Cap t co! h rmif rm ppe d h mial sa N th pe 
f rat tk bo I 

The outstanding featu es in thi case re the length of tun 
the hernia has been present and the abs nc of sMuptom the 
presence of a bowel perfo ation which practically became extra 
peritoneal the f ct that there i re norm I bowel mo ements 
The latter is erpla ned by the ab ence f bstrucU n to the 
tertnmal ileum and th upper p rt f the cecum H w 1 ng 
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the inflammation and the perforation have been present is of 
course problematic 

The packing will be roiewed m three or four days This 
means that the wound wiU heal by granulation With this 
manner of healmg a recurrence of the hernia is more apt to take 
place than when the wound heals by first mtention This is 
an additional ar«niment for early operation for strangulated 
hernia In the ordinary operation for inguinal hernia it is m> 
practice to use Imen thread for the deep sutures although it 
IS not the practice of surgeons generall> at the present daj 
M> reason is that the tensde strength of hnen i greater than 
that of either catgut or kangaroo tendon therefore is less hkely to 
break during an attack of coughing or vomitmg which occasion 
ally occurs after operation For this reason al o m patients who 
suffer from chronic bronchiU or asthma I feel safer m using 
a linen suture suice the breaking of a suture or sutures from 
coughmo' during healmg means a recurrence of the hernia For 
closmo' the deep portion of the canal I use the mterrupted and 
not the continuous suture 

The objection to hnen or silk sutures on the other hand is 
that if infection of the wound occur the suture or sutures become 
infected and unless they ulcerate out or are taken out by the 
surgeon a sinus or smuses will form which means that healmg 
IS long delayed 

I want particularly to impre s upon \ou the importance of 
a thorou h knowled e of the anatomy of the region operated 
upon Thi means safety and surety to the patient and easy 
work for the surgeon 




RECURRENT ACUTE INTESTINAI, OBSTRUCHON 

The next patient is a joung woman twenty years old a nurse 
She was operated upon in August 1919 m another hospital 
for chrome appendicitis The wound became mfected necessi 
tatm free inasion and healing by granulation Following re- 
covery the patient remained well until four months ago when 
she commenced to have a shght sticLmg pam m the lower nght 
abdomen commg on at any tune but especially at night causing 
her to curl up as she put it I was asked to see her on No- 
\ ember 27 1922 when I found her suffermg from mcomplete 
intestinal obstruction for whid) I operated the following day 
finding extensive adhesions at the ileocecal junction and the 
surrounding region Release of adhesions and closure of the 
wound were followed by an uninterrupted recovery The pa 
tient remained well until three days ago when she developed 
symptoms of recurrence of the obstruction necessitating the 
present operation 

The patient being relaxed I wiU proceed to open the abdo 
men at the site of the ongtnal incision I am able to show you 
the presence of adhesions involvuie. the small bowel the ter 
minal ileum and the cecum Th^ adhesions are easily re 
leased Ordinanly what I have done should suffice as I have 
straightened the bowel and restored its normal lumen but m 
view of the fact that adhesions formed after my first operation 
for obstruction I think it safest to make an ileocolostomy be 
tween the terminal ileum proximal to where it was adherent 
and the transverse colon just distant to the hepatic flexure 
I have practised this so often that I have no hesitancy in doing 
It m this patient The most important pomt in this type of 
case is to operate at the earhest possible moment It is futile 
and dangerous to hope that enemas stomach washmgs and 
dru<^ of any kind will benefit for they will not Once the 
diagnosis i made operation is the only treatment Even 
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should there be doubt as to the prc ence of obstrucbon it is 
better to operate and find nothing calling for mechanical re 
hef than to operate and find a gangrenous section of bowel 
which always males the outcome uncertain 

^Tiat IS the after treatment in these cases of resection and 
anastomosis or anastomsis onij as in this case? It consists 
chieflj m the rehef of the pam ^ the administration of morphm 
or heroin enough of either to leep the patient comfortable 
^ausea belchmg hiccup and reguigitation of dark fluid can 
be rehe\ed bj lavage practixid as often as is necessarj It is 
our custom in anastomosis cases in olving the large bowel not 
to give cnterocjlsis for the first twent> four hours If there is 
occasion to admuuster fluid at once thi can be done bv inter 
mittent or continuous fajpiodennod} sis or intravenous infusion 
until continuous enterocl> SI is started The e patients are usu 
ally given an enema at the end of three or four dav hut never 
a cathartic IMiere th re is mo e than the normal amount of 
distent on which is not relieved bv an asafetida enema o by 
asafetida suppositone I advise hypodermics of esenn and s(r> ch 
n n These a e gi en in what w e call couRes of s t do es lAr gram 
of esenn every hour with tt gr in of strychnin with the first 
third and suth doses Esena should not be gi en in mechan 
ical obstruction imtil after the relief of the obstruction I do 
not u e pituitnn I consider it a dan erous dru as compared 
with esenn and not as useful a (hebtter Pituitnn in obstet 
nc cases has been known to rupture the uterus and the efore is 
quite capable f rupturm the d tended intestine Its action 
sudden and espio i e while esenn eta slowly The a tion of 
the two drugs may be compa ed to the pow crful action of croton 
oil as a amst the mild aperient ti n of cascara 

Fluid either in th shape of water o of nounshme t i not 
gi en bv m uth after enou mtrapent neal operati ns until 
th re 1 ic toration of penbtaki as determmed by auscultation 
o b Jie pa suic of flatus per rectum or into the enteroclys s 
emtame as noted by the nurse and sometimes by th papent 
himself If the paUent gets long well for th first th ee or 
four d ys It ually means that the sailing will be smooth after 



RECtTKRENT ACUTE INTESTINAL OBSTRUCTION 9 

that barring of course an occasional stitch abscess or wound 
infection In my expenencc wound infection occurs in a certam 
percentage of the intestinal anastomosis cases no matter how 
careful the technic particularlj when the anastomosis has been 
made for an acute obstruction 




HULTILOCULAR PAROVARIAN CYST 

I WILL ncTt operate upoa a young marned Tvoman thirty 
four >ears of age who has never had children The patient 
has a history of chronic constipation On one occasion in the 
spring of 1922 she Mas not able to haw amo\ ement of the bowels 
for several days and was finally reheved after the administra 
tion of several enemas After the obstipation was overcome 
she discovered a tumor in the nght side of the abdomen which 
has grown stcadilj smce causing a continuous duD pain in the 
right abdomen For the past two or three years she has bad a 
full heavy feeling around the heart aggravated by walking 
or by exatement and relieved by belchin or by a bowel move 
ment Shght edema of the anUes has been present for the past 
year Until recently menstruation was regular of the twenty 
eight-day type At present she has two or three periods every 
month The patient also gives a history of a fall seven years 
ago when she struck the right side of her abdomen 

Physical examination of the abdomen shows a hard slightly 
nodular tumor which descends very httle if at all on deep 
inspiration and extends from the nght costal margin down to 
Poupart s hgament and from the nght antenor superior pine 
across the abdomen 2 inches below the umbilicus to the junction 
of the math costal cartilage with the external edge of the left 
rectus muscle The tumor does not seem to be connected with 
the liver as there is an area of tympany between the nght 
costal margm and the supposed upper edge of the tumor The 
hver is not palpable even on deep inspiration In the lower 
niidabdomen the mass is cystic with dulness fluctuation and 
a fluid unpulse There is ^mpany ui both flanks By vaginal 
examination there is a palpable mass to the nght of the uterus 
whidi seems to be a part of the abdominal mass The blood 
count shows a slight secondary anemia with a slight leukocytosis 
and increased polynuclear cells The unne is negative except 
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for a faint trace of albumin Blood urea and phenolphthalein 
tests are normal and the Wassennann test is ne ati^e Cj-sto- 
scopic e-TanLinaUon (hj Dr AlacKinnej) i practical!} negati\e 
vntli the exception of the n ht kidnc} from i hich there aas 
no indi^ocatmin elimination The report reads Ureteral 
pressure with back pressure from a neoplasm 

The patient bem,, ready I will open the abdomen throu h 
the nght rectus muscle exposing a large tumor fibroc}’sPc in 
type of the size and shape of a large watermelon I hope to 
deh\er this tumor intact and will therefore enlarge the in 
cision and with careful and xery gentle manipulation I am 
able to deli\er it \ ou can now see that it i attached low down 
in the pehas csadentl} having its ongm in the n ht broad h a 
ment \\ith the tumor thus on end as it were I pack off th 
pentoneal caMty with lar e square moist warm pads of 
gauze which with the patient m the Trendelenburg position 
gi\es you at will an unobstructed Mew of the peln I am now 
able to say definitely that the tumor spun s from within the 
n ht broad L ament I am not able to reco<nuze the tubes 
and ovanes since they in reabty form a part of the base of 
the tumor In order to extirpate this large mass I will amputate 
the uterus with the cautery from before backward th ough the su 
pra% agmal portion of the cervix first cultm throu h the serous 
CO enng of the uterus where it is reflected on to the bladder 
and with a small pece of mo st gauze pushing the bladder 
forward carrying it wcU under the pubc arch I now cut 
transversally through th supra -amal cervxx grasp it with 
a jair of vol ell forcep makiDo traction upward exposin 
the cervical canal which I at once cauterize v ith the actual 
cautery The cavities of the b oad hgaments bein open I 
will introduce my fingers and enucleate the base of the tumor 
which 1 very e sily done In m king thi enucleation I am 
thou htful of the u etcr which v ith the tumor out of the way 
you are able to see As you obs nc they are much dilated 
which is in keeping with D cKinney cystosc pc bsena 
tioas By gently milking the ureters > u will note I can adil 
empty them I will now pas my hand up and palpate th kid 
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IS aot Decessaij Thjs patieot wiU doiibUess maie a smooth 
reco\erj The tumor T\as sent to the laboratory The report 
reads 

ilacroscopy — Multdocular Qsts measure 33 x cm and 
contain 4000 c c of turbid fluid Small uterus is fiiml> at 
tached to cjst and measures 5 x 4 x 3 cm Endometrium is 
pale and smooth No tubes no ovanes 

Microscopy — 1 Endometrium atrophied endometrium 2 
C>stv,al] simple multilocular c>st 



CHRONIC CALCULOUS CHOLECYSTITIS 

The next patient has been m the hospital several days with 
a diagnosis of calculous disease of the gall bladder Operation 
TV as delajed chiefly on account of faulty kidney function The 
patient a male aged sixty five years presents the following 
history For the last forty four years he has been havin^ m 
digestion manifested by gas and a feeling of discomfort in the 
abdomen Ten years ago he began to have attacks of pain in 
the upper nght abdomen radiating to the right shoulder and 
followed by jaundice The pain often occurred at night but 
bore no actual relation to food intake although at times it was 
reliexed by eating Two years ago these attacks became more 
severe requinagmorphin (which hitherto had not been required) 
for rehef the subsequent jaundice became deeper ind the 
stools were clay colored He has lost 20 pounds in weight m 
the last tw o months There is no history of spontaneous v omit 
mg When induced the voroiius did not contain blood nor 
was there any blood m the stools The patient has recently 
recovered Jrom one of these attacks Previous medical history is 
otherwise nc abve The physical examination is negative except 
for tenderness on deep pressure m the upper n ht abdomen 
no other areas of tenderness bemg discovered Blood count 
Hemoglobin 70 per cent R B C 3 600 000 W B C /600 
polynuclears 66 coagulation tune five mmutes Blood urea 
12 ni'Tn per 100 cc of blood Fhenolphthalem elimination 
16 per cent in three hours Urinalysis showed the presence 
of bile Although this, man has been prepared for operation 
this afternoon I must cemfess I have some hesitancy m proceed 
mg because I have not been able to satisfy my’self that there 
IS not an underlying condiuon of the kidney which may give 
postoperative trouble I am reasonably sure however that 
the pathology in this patients upper n^ht abdomen cannot 
be relieved m any other way than ^ operation The symptoms 
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— ujdjgestjoa pjua jaundire loss of wei ht— pomt to a lesion 
which warrants operative interference I have tned to for 
tifj the patient and justifj mv^clf bj confemn*^ with the 
director of our pathologic laboratoi> Dr Reimann as to the 
sig n i fi cance of the blood mtro en and the phenolphthalein out 
puL Dr Reimann is in a position to jud e the important 
question of operation from the laboratory as aeU as from the 
practical standpomt ince he has had the opportumtj as he 
always has to eraminc and make a clmical study of this case 
with us and can thus draw logical conclusions as to the s •mifi 
cance of the aboi e named conditions 

The patient being ready I will proceed with the operation 
As IS ray usual practice in cases of this sort I make the mci-ion 
through the upper n^ht rectus mu cle Havm cpened the 
abdominal cavitv I introduce the index and middle fin ers of 
my left hand anddetemune asfarasicanby touch thepathol 
o»v Us location etc Mv fin ers are in contact with the antenor 
ed^e of the hver which is omewhat contracted I nest try to 
locate the gall bbdder The e i difficulty in doin this as the 
gall bladder does not seem to hold its nonnal position in this 
patient I have now located it far to the nght and holdin^ an 
oblique position from above downward and outward this will 
make its esposu e and remo "al more difficult. The h er is 
rather small and contracted I can /eel the gall bladder filled 
with stones (which confirms the diagnosis of the refemn phys 
loan Dr Evans) I next place the retractors beneath the inner 
ed e of the wound and hand them over to m> a istant who will 
lift the abdommal walla hich allowsme towalJ off th operative 
field Jn St by placin'^ the retractors in contact with the gau e 
packing and making traction mward and downwa d I will bring 
intoviewthe field of operatimi with the gaff bladd r thestomach 
the duodenum the hepatic flexure of the colon and the great 
omentum umted by adhesions I wiff se er these dies ns 
With the fingers and gaiue some are so well organised that 
I must cut them with the sossors Separatin or «evermg 
adhesions requu-es gentl ness m order to avod th nsk of tear 
mg the VTSCUS to which they are attached Havin se ed the 
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adhesions I exanune the gall bladder There is no doubt that 
its removal is the proper procedure since it is enlarged its 
wall hard opaque and very thin in iact there is some decTree 
of calcification of the ualls Before taking out the gall bladder 
I rviU carefully erainine the stomach the duodenum the pan 
creas in&pect the lesser pentcaieal cavity palpate the common 
duct and the spleen Not finding anythmg wrong rvith these 
structures I next expose the cystic duct with the hepatic and 
the common duct at their yunction by making a small opening 
in the right free border of the gastrohepatic omentum im 
mediately overlym^ the commencement of the common duct 
With the cystic duct exposed I cany a small pair of curved 
forceps beneath and ivith the end of the forceps hft the duct 
upward as you obsene I now grasp the duct at two points 
with small hemostatic forceps and cut it across with the cautery 
knife thus stenlumg both ends of the duct This I consider 
a better practice than dividing it with either sassors or knife 
^Vhy? Because if there is any mfection in the contents of the 
duct or its walls there is less chance of contaminatton Holding 
the proximal end of the duct with the forceps I make traction 
upward and outward thus facihtatuig the removal of the gall 
bladder m other words every step of the operation is m full 
view of mj eye so that in case of any anomalies I can observe 
them at once and deal with the condition m the safest possible 
way Having lifted up the proximal end of the duct I separate 
the pelvis of the gall bladder from the common duct and the 
portal vein to which it has become adherent and now show 
you the cystic artery This I damp cut and tie md complete 
the removal of the gall bladder by dissecting it from below up- 
ward You will note the appearance of the fossa or the bed 
of the gall bladder This I wiU close with a continuous catgut 
suture earned throu h the hver forming the walls and the 
floor of the bed with the long round cuned needle which 
cames the gut Havin"’ completed the sutunng I mspect the 
under surface of the liver which I see is satisfactory Next 
1 remove the packing m the subhepatic fossa or Mom> pouch 
I take the damp off the distal end of the cystic duct and pa-s 
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a probe through it into and through the common duct into the 
duodenum i\hen with the probe in the common duct and 
the point of it paJpable in the lumen of the duodenum I a am 
palpate the common duct thus hi^mg to make sure I ha\e 
not overlooked a stone in the duct Thi -mth palpation of 
the duct the probe n s It i one of the best means of 
detectmg stones m the duct jet we mav fail to detect a ^vnall 
stone for it is sometimes difficult to tell whether a \erj small 
enlar<^ement (nodule) in the head of the pancreas at the pomt 
of Its relation with the common duct may not be a stone The e 
fore when still m doubt I pass a small gall stone scoop down the 
duct when if a stone i present upon its withdrawal a stone 
or some stonj material will be dehiered Without this technic 
the operation for the removal of gall stones in the common 
duct will not have been complete In operating for the e 
moval of a stone ui the common duct palp ti n as well as in 
strumental eTploration is ab olutelj e s ntial in orde to avoid 
leaving a stone or small stones behind I must warn jou how 
ever that in explorm the hepatic duct there i a sh ht de<^ee 
of nsk of carrvin a stone into either the left or the n ht hep tic 
duct I have known this to occu This ag m mphasiaes the 
paramount importance of carrying out jour mampulations with 
the gr atest gentleness \ u will note h w hghtlj mj assistant 
handles th retractors holdmg them loo el> m his hands v rj 
much like h Idin the putle and m putting m pi jin g If 
11 wing the wnst jomt and not the fo e rms to do th w k 
I wi h ne t to dra ou attention to th care n essaij in 
tra e sing the mmon du t to g m admis n to the duoden m 
In m nj gall st ne ca whe e the ducts parbcul Iv the c m 
mon duct h been m I ed in the inf tion and mflamm tion 
th op ning in the p pill of I at will not eas Ij t le te 
ha mg a p be p ed thr h t as when the ommon d ct 
ha not been aff cted WTiat I wish to c nvey to >o is th t 
the p piUa ha mg b n som h t f ssed up b> the ms It to 
the common duct 1 1 m re less mtablc with o/ne sp 

ticitv of th muscle of Oddi the fore when the p mt of th 
prob reaches the nd of the d ct it maj be ar ested I th s 
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condiUons if you have used a comparatively large probe to 
start with you will find it necessary to change to a smaller 
one or even a very small one when by proper direction and 
veryhttle if an> pressure yon will succeed m passing the probe 
The small probe can be followed by a lar er one and if neces 
sary a still larger one Should there be a small stone m the 
orifice of the papilla you will probablj be able to dislodge it 
Again I must warn you against using force as it is very easy 
to perforate the wall of the duct I am sure that I have often 
displaced the papilla when there was a stncture present 

The common duct being clear and the pancreas and pen 
pancreatic glands bemg found negative I will tie the stump 
of the cystic duct with chromic catgut I then carry a small 
rubber dramage tube down to the stump of the cjsUc duct 
remove the small and large gauze pads and prepare to remove 
the appendix provided I can easil> dehver the cecum this 
I find I can do The gauze and mstniment count being all 
correct the abdomen can be closed m the usual wa> 

^Vhe^e there is considerable oozing instead of placing a 
rubber tube I mtroduce a small glass tube which i kept from 
overflowing bv aspiration with a small glass sjnnge to which 
IS attached a piece of rubber tubmg lon^ enough to teach the 
bottom of the glass tube This is masa ed by the nurse At 
the end of twenty four hours a rubber tube is carried down 
the glass tube and the latter removed by revolvmg it at the 
same time it is withdrawn A word of caution m the use of 
the drama<'e tube if it is earned down beyond the stump of 
the cystic duct and into amtactwith the crus of the diaphragm 
It wiU occasionally cause the patient to cough ^Vhen this 
happens the tube should be lifted a tnfle and the cough will 
be relieved 

We have been fortunate here thi winter in havin*” no senous 
postoperaUve pneumomas I attnbute tht, m great part to 
our operatmg under gas OT>gen (without ether) For the oc 
casional operator this will not answer much harm can be done 
if one has not tramed himsdf to work with this anesthetic 
In the majontj of septic cases however gas orjgen will not 
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suffice since in order to pre\ent contaminaUon the necessar) 
rela-xation cannot be obtained satisfactonlj without ether 
I ha^e remarlcd that gas-oxjgen anesthesia m this 
of cases is not the mo t satisfactory anesthestic to worl. under 
This I admit 'Mj reason for gi\-mg it is that the kidnej-s wiU 
not be subjected to imtation and again the nsL of postopera 
ti\e pneumonia is practically ml At this season of the year 
when influenza and pneumonia are so commonly seen it behoo% es 
the surgeon to be more careful Dunng the wmter I ha^ e been 
doing most of my abdominal wort under this anesthetic and am 
satisfied one can by practice Jeam to irort with this form of 
anesthetic if he is gentle and patient There must be ah o- 
lute co-ordmation between the anesthetist and the operator 
I do not gHiC ether with the gas and oxygen ^ery rarely m 
a \ery senous cantanierous patient where they do not go 
under the anesthetic nicely I gixe a few drops of ehlorofonn 
but this IS so seldom done that it does not fi<nire 

\ou will observe that I did the greater part of this opera 
tion under gas-oxigen anesthesia about the meanest anesthetic 
to work With in the abdomen I was afraid to gi\e this patient 
ether on account of the poor kidney function In the after 
treatment «pcaal attention wdl be paid to the kidneys 1 wiU 
tell his friend we ha\e found two conditions dimrni hed kidney 
fun tion and a cant acted h\er both of which make the pro 
nosi less faxorable than it is in the m jonty of cases 

Before pre^Ung the next patient I wash to say a word 
about the presence of jaundice as it occurred in this pati nt in 
the ab ence of stone in the common duct Thi i not inf e- 
quently seen and la due to an ext nsion of inflammation to 
the liter by nay of the cystic duct or by nay of the lymph tic 
connection between the gall bladder and the liter and m ther 
e ent to cholantnU or to inflammatory obstruebon of the com 
mon duct to xtens on of the infection by the way of the lym 
phatics to the penpancreatic lymph glands or to the pancre 
cau mg enlargement of these and consequent obstruct of the 
common duct Th occurrence of jaundice m g U bladder 
cholelith asis i th excepbon not the rule as m commo d ct 
cholelithia i 
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The patient now being wheeled into the amphitheater is a 
man fort> se^en jears of age who was sent m for operation 
on account of jaundice and cla> colored stools This man has 
a history of typhoid fe\er twelve years ago He had been a 
patient on the surgical service of this hospital from hfarch 2 
to Apnl 25 19'’1 with a diacmosis of biharj calculus chronic 
pancreatitis and chronic interstitial cholecystiti The opera 
ti\e findings at that tune were Duodenum adherent to the 
b\et stomach and pylorus normal liver overlying the gall 
bladder which contained stones hard adhesions between the 
hepatic flexure of the colon the duodenum and the great omen 
turn common duct indurated and dilated clear yellowish bile 
obtained by hypodermic aspiration Glands along the com 
mon duct and around the bead of the pancreas enlarged hard 
and nodular \Vhen the gall bladder was removed the posterior 
wall was lound to have been ulcerated through hy a gall stone 
that lay in the gall bladder bed The common duct w as opened 
probed and drained with a rubber T tube and an additional 
small rubber tube earned into the subhepatic fossa A part of 
the free portion of the great omentum was placed between the 
sutured gall bladder fossa the pylorus and the duodenum The 
wound was closed in the usual wav A chromcally diseased 
appendix was removed through a McBumey inasion Recovery 
was uninterrupted TTie T tube was taken out thirteen weeks 
after operation The patient remamed perfectly well until 
Thankigivin 1922 when he developed what was diagnosed 
rheumatism of the back and the midlumbar region Following 
this he developed severe pam throughout the abdomen requir 
mg several hypodermics of moiplun for rebef Several days 
following this attack the patient became jaundiced the urme 
became dark and the stools day oilored The onset of jaundice 
was preceded by chill fever and sweats occurring during the 
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nigbt and raoming On admission the pabent complained of 
slight pain referred to the h>‘pochondnum some dc^e 
of jaundice stooLi still claj colored Blood pressure JOo/60 
Phenolphthalein and blood urea tests are practical!} nomial 
Unne con tains bile albumin and granular casts Dia«mosis 
Calculous obsCnicbon ol the conunon duct J wtU bc'un b} 
cuttin out the scar of the pre\iou operabon and caubousi} 
open the abdomen at this site I next expose a rather con 
glomerate lookin<' mass composed of the loner porbon of the 
n ht lobe of the h\er the hqiabc flexure of the colon the duo- 
denum and thestomach Firstlfreetbegrfatomentujn which 
>ou can see is umformlj adherent to the panetal pentoneum 
and the abo\e menboned parts I base released the omentum 
with the e-xcepbon of the portion interposed between the i er 
and the adjoining structures This quite well exposes the hepabc 
flexure which holds a high posiUon owing to its bemg b htl> 
adherent to the lateral peritoneal wall and the under surf ce 
of the er F eeing it is rather difficult because of ms desire to 
pre\ent injuij to the bowel Fortunate!} I base succeeded 
I now disptac the flexure downward and at the same time p o- 
tect it with a U}er of moist gauze against which m} assistant 
will place the retractor in order to hold it out of the way so as 
to expose the under surface of the li\er to which are attached 
as }ou now oh erve the great omentum the stomach and the 
duodenum I next attack these or<raDS and show jou the n ht 
free border of th gastrobepatic omentum and the head of the 
pancreas embia ed b) the duodenum This gi%es me an op* 
portuiutj to examine the pancreas which I find to be norm 1 
in size and consistenc} I wiU ask my assi tant to gra p the 
head of the pancreas with the duodenum also caref I]> to 
palpate the bod) of the pancreas and a k him what hia im 
pressions ar An wer Noimal gland This clearl) pro es 
the good effect obtained the proloa ed drainage following 
the presaous operabon ^ou ill b er\e that by drawin the 
hser outward I now pass the pomt of ni> n ht index finge 
through the foramen of Uinslow Betw en the Jajers of the 
omentum at this p int arc the c nunon d ct the hepabc duct 
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the portal vein and the hepatic artery The structure farther 
to the n ht therefore nearest to me as I stand on the right 
side of the patient is the conunoii duct The duct is very 
clearly seen m this instance somewhat larger than normal 
with rather opaque wall due to the mjury it sustained prior 
to the first operation To prove that this is the duct I aspirate 
it and obtain bile ^ou will further note that as I roU the duct 
forward and upward I eipose the portal vein I next palpate 
the duct rather low down when I feel a hard body which with 
the point of my finger I am able to cany up mto the more access 
ible first portion of the duct this evidently is a stone which I 
am able to remove by holding it m position and dividmg the 
walls of the overlying duct Havm removed this rather large 
stone I pass a small gall stone scoop down into the duct and 
upon withdrawal of the scoop I find I have removed another 
stone Agam I examine the duct by carrying the end of the 
scoop through the duct down to and through the papilla of 
Vater 1 next carry the scoop up into the mam hepatic duct 
and the two primary branches but find nothing I will dram 
the common duct with a robber T tube With the tube tn situ 
the mciswn m, the duct wall is closed on either side of the vertical 
branch of the tube Next I carry a small rubber tube into 
the subhepatic fossa remove the gauze pads and close the 
wound 

The chief points of mterest m this case are The recurrence 
of sjTOptoms after a previous operation for the rehef of a con 
d tion somewhat similar to the present also the finding at the 
first operation of chrome pancreatitis with chronic pancreatic 
Ij-mphane.tUs which cleared up entirely after drainage of the 
common duct for thirteen weeks chronic choledochitis chronic 
circumscnbed hepatitis with an underlying diseased gall blad 
der together with enlarged glands along the common duct 
and the fact that the patient remained well until the common 
duct became obstructed bj a stone The diagnosis of the present 
illness vvas much easier than of the former condition the pain 
dull fever sweats and jaundice being typical of stone in the 
common duct 
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The more cominoiJj ascnbed cause for recurrence of s)Tnp- 
toms after operation for gallstone disease are o^erioofced 
stone or stones adhesions iiijui> to the ducts resulting in 
stricture of the duct or cutting of the Common or the hepatic duct 
at operation and failure to ha\e recognized and repaired the 
rent. In the late cases in the absence of marked jaundice 
pathology m the penpancreatic glands and the pancreas itself 
IS the most common cause of the recurrence The second most 
common cause is adhesions of the structures m apposition mth 
the original field of operation The cases presenting gall stones 
at the second operation are in mj espenence those in which the 
gall bladder had been drained at the fiist operation 

In the experience of this dime prolon^^ed pathologj is the 
most common cause In other words failure to make an earlj 
diagnosis or hanog made the diagnosis procrastination lo 
adiasing surgical relief The internist occasional!) tells us 
much of hi clinical matenal is made up of patients sufienn"' 
from recurrence of sjmptonis foUomag operation for gall 
stone disease and ulcer The answer is ^manj of the patients 
for which either of these operations ha\e been made were long 
sufferers before operapon in other words the diagno is was 
not mad early cnou h for early op rati n Lat operaPon 
better of eouise than nooperaPonatall re\ea] latepatholo'^ — 
pathology which is no longer confined lo tbepomt of the on'unal 
focus but extended well beyond the point mvolxTH adjacent 
structures ui the shape of chronic pancreaPPs following med 
cally maltreated gall bladder disease Afed c I treatment cannot 
cure d chromcally infected gall bladder r an old chrome ulcer 
I will now discuss a few op raP e histones presenting pomts 
of interest and of lal e t the mexpenenced as well as t the 
expenenced amoHj, you 



differential DIAGNOSIS ACUTE APPENDIOnS vs 
ACUTE PANCREATmS 


This case a woman suty three jcars old T^as admitted 
with a diagnosis of acute appendicitis Upon the morning of 
the day of admi sion she was seized with acute epigastric pam 
which soon became cramp like and generalized The patient 
took- a dose of castor oil which she promptly vomited but 
did not vomit after thi Examination showed a distended 
abdomen and very little peristalsis audible only in the upper 
abdomen There was general abdominal tenderness most pro 
nounced m the lower right quadrant also generalized abdomma) 
ngtdity Breathing was chiefly tboraac Examination of the 
chest proved practically negative with the exception of a few 
moist rales at the aoclc of the right scapula heart sounds poor 
no murmurs Vaginal examination nee,aU\e except {or slight 
tenderness in the fomices more marked if anythin m the 
n ht fomix Rectal examination negative There was some 
pain with tenderness over the region of the left kidney Blood 
examination on the day of admission No anemia white cell 
15 000 and polynucleats 74 three days later leukocytes 13000 
with polynuclears 69 and aght days after adtru sion leuko 
cyles 20 700 with polynuclears 64 Urine normal Phenol 
phthalem blood nitro en Wassermaim and blood sugar test 
normal Cystoscopic exammation ne ative The temperature 
and pulse rate slightly increased Blood pressure is 155/80 
This patient was not operated until ten days after her adnu sion 
as we were not at all sure of the diagnosis and operation did 
not seem urgent 

At the operation a loi inasion was made throu h the right 
rectus muscle extensive fat necrosis was found also a chronic 
aUv diseased appendix which was removed Operative diagno 
SIS Acute pancreatitis 

This pauent made an unmtenupted recovery This case 

5 
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demonstrates some of the pitf^ m abdominal diagnosis and 
that acute pancreatitis is not necessarily fatal if not operated 
upon But it must be remembered that all cases of acute pan 
creatiUs do not terminate so happily as this one. 



SUBACUTE PANCREAUns 


Male aged forlj sot jtars was admitted to this clinic 
with chief complaint of pain m the epigastrium Six weeks be 
fore admission, while at work he developed sudden severe sharp 
pam around the navel followed inunediatelj b> collapse He 
was at once taken to another hospital where he remained until 
a day or two before conimg here After recovery from the acute 
symptoms he contmued to have intermittent parovysms of 
pam There was no history of vomitmg or jaundice Upon 
admission he sUll complained of a constant dull ache m the 
upper tnidabdomen He «,ave a history of two previous smiilar 
attacks one in 1917 the other within the last year there was 
no history of chronic indigestion In both of these attacks the 
patient was shocked and remauied under treatment for ten days 
When well he eats much and drinks rather freely No unnary 
symptoms except noctuna Blood pressure llS/78 Examma 
tion of blood and urine negative Stomach analysis negative 
kidney function normal blood sugar 250 m'nn per 100 c c 
Wassermann negative x ray persistent deformity in the duo 
denum suggestive of ulcer Physical exammation negative 
except for ep gastnc tenderness and slight ngidity to the left 
of the epigastnum with an indistinct palpable mass Diag 
nosts Subacute pancreatitis 

The patient was prqiared for operation intraspinal novo- 
cam anesthetic 11 centigrams was given The abdomen was 
opened throu h an uj^jer nght rectus incision revealing ex 
tensive fat necrosis enlarged pancreas and a chronically dis 
eased gallbladder The gallbladder was drained Shortly 
after operaUon tie patient developed symptoms of respiratory 
failure attributed to the novocain artificial re pwaUon inlra 
venous saline withpitmtrm atrqim and caffein hypodermically 
and the administration of oxygen were of no avail and the pa 
tient d ed 
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These 2 cases are of interest from a diagnostic standpoint 
The first one did not present any sjTnptoms warrantin*' a dia 
nosis of the real lesion while m the second one the diagnosis 
seemed to us comparati elj clear In neither case was there 
the persistent \onutm® rapid and weak pulse c}anosisorIm<lit} 
of the skin as usually assoaated with acute pancreatitis lathe 
first patient there was nohistor\ of depression or the pain se% ere 
enough to be chatactertic whde the second pahent presented 
marked depression following the \er> acute pam with marked 
local sigHi which were absent in the first In the first patient 
there was a deaded leukocjtic reaction after several da 
while in the second paUent the blood a as ne ati\e This I 
behe\c will impress jou with the unreliabihtj of laborator) 
findings in ome cases and of the importance of the phj'Sical 
findings The question of anesthesia comes up here If we 
had gl^ea ether or a general anesthetic to the econd patient 
we might not ha\ e had a fatabt^ certain]% not as immediate 
one In intra pinal anesthe a I care not n bat drue. is used the 
patient b exposed to the greater dan er of unmediate death 
'^ou frequentli ha\e hea d me discourse on the truL tnbu 
latiom and jo}*s of a surgeon Thb b one of his tribulation 
I haie no doubt that cases similar to tie econd patient 
are more common than n> enerallj behe\cd I am of the opinion 
that manj of the cond uons diagn ed acute mdi<restion where 
the patient has a lust o ®f ha mg eaten rather e ces i%el 
i3 stricken with sharp acute cp "a tnc pain f Uowed b> de 
pression which lasts on!} for a sh rt tune and rcco ers in fi%e 
or SIX daj-s are m reaht\ instances of mild pane atitis The 
patholo*^ in these ca es l> \erj h^hl usualli nl\ punctate 
hemorrhage mto the pancr as In pracucall\ all of the e cases 
a \er> careful ph}’sical xaroin ton and stud) mil re%eal m 
addition to the cp ^.astne fulness t ndemess and often an m 
distinct palpable mass chron call) disc cd appendix or gall 
bladder 



SEQUELS OF SUPPURATIVE APPENDICmS 

The last case I wiU discuss with you this afternoon i that 
of a boy fifteen jears old admitted several days ago with sup 
purati\e appendiatis who in addition to the primary opera 
tion for the appendical condition underwent two further opera 
tions for n ht sided empjema and intestinal obstruction This 
should impress > ou iwth the danger attendant upon appendiatis 
advanced to the suppurative stage In fact the pathologic 
possibihties of acute appendiatis have no limitations among 
the more senous ones ate Pentoneal toxemia secondary ab 
scess intestinal obstruction pyelophlebiUs septic pneumonia 
einp>enia hemiplegia phlebitis and parotitis In this clinic 
where "Re have many cases of suppurative appendiatis we ate 
constantly meetuig with one or another of these conditions there 
fore let me warn >ou to advue operation in acute appendiatis 
at the earliest possible moment before the peritonitis has gotten 
bejond the site of the appendix 

This boy who has been having some abdominal discomfort 
was accident!) struck m the abdomen while playin’^ at school 
thiee dajs before admission Ihe same mght there was a re 
currence of the pain in the lower abdomen and the next day 
the pain was generalized over the entire abdomen The day 
betore admission the pam became more and more severe and 
then localized in the lower n ht quadrant He was given a 
dose of magnesia which was followed by several evacuabons 
On admission to the hoqwtal there was generabzed abdom 
inal ngidity with considerable distenbon pronounced general 
tenderness absence of p nstalsis mcreased pulse rate and tem 
perature He was thereupon put upon anatomic and phvsio 
lo-nc rest the Mutphy dnp ice bags to the abdomen and 
morphm just enough to keep hun free from pam After tw entj 
four hours there being a defimte localization in the lower nght 
abdomen operation wa perfonned 
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A perforated appeadix was found \\nUi pus along the outer 
side of the colon in the snbhepatic space and m the pehis 
Separating the li\er from the o\erI}Tng abdominal nail resulted 
in the discharge of a large amount of puruloid matenal with 
a rather definite color and a colon bacillus odor the pebis 
tvas filled with colon bacillus pus All infectious areas were 
thoroUjjhlj drained and the wound left open 

The boj went along satisfactoi> for two weeks when the 
respirabons increased breathing became embarrassed to- 
gether with pam referred to the upper n^ht abdomen and the 
lower n ht chest accompanied b> a nse in temperature and 
increased pulse rate This continued /or two daj3 when by 
careful physical and fluoroscopic examination fluid was demon 
strated m the lower n hi pleural ca t> 

The second operation consi ted of drama e and the remo\al 
of about 2 inches of the tenth nb nith hberation of a large 
amount of pus After this the bo> did well for soenteen da)-s 
when he developed acute mtetm ttent abdominal pain with 
exaggerated penstalsis v miting etc leading to a diagnosis 
of acute abdommal obstruction The third operation revealed 
coils of small bowel adherent to the overlying panetal pent 
oneum at the site of the previous <^eration and to on another 
these adhesions were cvered and the abdomen closed Follow 
in^ this the boy recovered slowly but completely and was dis- 
charged with a granulating wound sixty six days after dmission 
The empyema was evidently caused by ascending infection from 
the abdomen through the d aphra<mi by vvay of the lymphatics 

In connection and before dismissmg you I would like to 
say a wo d about aj^railical pentonitis Appendical like all 
forms of pentomtu is bacterial m ongin the most common 
organisms pre ent being the c Ion bacillus and the streptococcus 
the seventy of the pent nitis depending upon the character 
of the infection 

Acute appendialj always cau es a p ntoniUs and the 
senousness of appendialis depend ent rely upon the xlent 
of the pentoneal inflamniati n and the type f infecti n On 
first seeing the patient w of co ise s Usfy oursel f the 
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diagnosis of acute appendiatjs Our chief concern is the degree 
and the extent of the penlomtis the general appearance of the pa 
tient and the reaction to the pentoneal infection as delemnned 
by the pulse rate the character of the pulse the temperature 
the blood pressure the Jeuloc) tic and polynuclear count and 
what can be learned by careful examination of the abdomen 
In the pre ence of a pentomtis I carefully examine the abdomen 
noticing how it is mfluaiced by the excursions, of the diaphragm 
during respiration then auscult and next gentl> percuss and 
palpate 1 then have the patient breathe deeply short of caus 
mg bun marked pain then let him cough hopin'' to get ome 
idea of where the soreness is most marked 

Pentomtis is frequently desenbed as local diffused and 
general or universal Practically I belies e it best to speak 
only of arcumsenbed and diffuse The differentiation of these 
vaneties ordinanly is not difficult and can usually be deter 
mined by the area of ngidity or tympany or both the extent 
of tenderness and the difference in the decree of penstalsis 
over and around the mffamed area as learned by auscultation 
The stumbling block occasionally is pentoneal irntation which 
when present together with a arcumsenbed pentomtis is not 
always cas> to differentiate from a diffused pentoniti The 
most rehable points in makin the differentiation are the degree 
and extent of tenderness and ngidity and the presence of exag 
gerated or normal penstalsis The type of the infection makes 
little difference from the operatixe standpoint since other things 
bemg equal the earher the operation the better the result and 
vice %ersa 

The character of the inflammatory exudate whether serous 
serofibrmous or purulent is of moment only with regard to 
the institution of drainage ^\^len there is a purulent and es 
peaallv a foul smelling exudate the method of choice i free 
drama^e often wnth the wound left open The preferable 
dram are the Mikuhcz rubber tube and occasionally a glass 
tube agarette drains pbin stcnle puze and large pieces of 
rubber dam In order to wall off the mfected area or the ab- 
cess caxitj 1 occasionaffy introduce a large piece of rubber dam 
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oraimfcrentially and gentfypack the cavity loosely with stenJe 
or lodofonn gauze Clinical differentiation between tbe dif 
ferent kinds of exudate is not alw'a>s possible although ex 
quisite tenderness is significant of the presence of pus and is of 
much greater moment than leukocytosis The most important 
lesson I wish to convey to jou is when to operate in acute 
appendical pentomtis I sa> operate upon all cases in the pres- 
ence of arcumscnbed pentomti when able to localize the lesion 
In diffused pentomtis in a patient sick three or four days where 
the lesion cannot be localized treat bj anatomic and phj'siolonc 
rest lavage enteroclj'sis intermittent or continuous hypodenno- 
clj-sis the object hem® to get plenty of water mto the s>stein 
without waterlo guj the mtestmes cold apphcations to the 
abdomen morphin to relieve pain and produce sleep To the 
enterocljsis may be added whisk> or expressed beef juice or 
hquid beef peptonoids etc H>'podeiinic stunulation caffeiQ 
sti>duu£i digitalis and camphorated oil are useful where the 
depression is pronounced 

In cases of diffuse pentomtis vhere the patient is not v ery lU 
and the lesion can be defimtel) localized immediate opemtios 
is mdicated 

I am continu II receum* mquines as to the proper tun 
to intervene in esses o! pentonrtis I belie e tie point is well 
illustrated m what I have just sa d In sp te of the comparati e 
frequency of acute ppendicitis and the wide and general dis 
cussjon of this subject it still remams one of the serious and 
perplexm problems of sur cry Expenence and good judgment 
are nowhe e of gr ter alue than in tlin> o apparently comm n 
ailment and > t more mistakes are probablj made in this 
type of cases than in other less comm n disorders 



CLINIC OF DR CHARLES H FRAZIER 


Netoososcical SEEX7CE UjmTRsrTY Hospital 


SOME OF THE SURGICAL PROBLEMS IN THE MANAGE 
HENT OF PirOTTARY DISORDERS* 

At this tune I want to bring before you a senes of cases il 
lustratmg disorders of the pituitai> bodj and discuss more 
particularly the indications for and the results of operative m 
terference Let me say b> way of preface that the surgeon i> 
caUed upon chieflj to relieve pressure and in the case of a 
pituitary disorder the pressure phenomena are confined prac 
ticaUy to the optic tracts the optic duasm or the optic nerves 
diffenng thus from the effects of intracranial pressure m tumors 
of the brain where headache is one of the almost constant sub 
jective disturbances 

Before reviewing individual cases let me say a few words as 
to the vanety of lesions with whidi we have to deal and with 
which w e should be familiar in the management of the individual 
pituitary patient In this discu sion of the surgical aspects of 
pituitary disorders we will recognize three groups 

Ctoi P 1 — The first and by far the commonest is the aden 
omata representing probably 80 per cent of pituitary lesions 
These adenomata are primary growths and w-hile the clinical 
expression of the lesion may vary according to whether we are 
dealing with the adenoma chromophobe with hypofunction or 
the adenoma chromophil with hypeifunction is a matter of no 
practical surgical importance as the indications for operation 
m so far as visual disturbances are concerned and the method 
of attack m so far as the approach is concerned would be quite 
the same 

Grot p 2 — In Group 2 vre iniJude le ions which while m 
‘A el Dso d fthePt tary Body d 1 ve ed t the t d t £ 
tb Crsd t School f M d 
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arcumferentiallj and gentl> pack the cavity Ictosel) «ith stenie 
or iodoform gauze Clinical ditTerentialioa betvicen the dif 
ferent lands 0/ caudate j not alira}'S possibk although ei 
quisite tenderness is significant of the presence of pus and is of 
much greater moment than leuLoi^tosis The most important 
lesson I wish to comej to jou is when to operate m acute 
appendical pentoruUs I saj operate upon all cases in the pres* 
ence of circumscribed pentoniUswhen able to Jocalire the lesion 
In diffused peritonitis in a patient sick three or four daj-s where 
the lesion cannot be localized treat bj anitomic and phj’Siolo ic 
rest lavage enterocJjsis intermittent or continuous hjpodenao- 
clj-sis the object bcin to get plent> of 1 ater into the sj-stem 
without waterlogging the intestines cold npplicntions to the 
abdomen morplim to relieve pain and produce sfeep To the 
enterodj-sis maj be added whiskj or expressed beef juice or 
liquid beef peptonoids etc Iljpodermic stimulation callein 
strjchmn digitalis and camphorated oil ore useful where the 
depression is pronounced 

In cases of diffuse pentoniUs where the patient j notveijill 
and the lesion can be definitcl) locahred immed ite operation 
is indicated 

I am continuilfj receiving inquines as to the proper tune 
to intervene in ciscs of pentomti I bcl e\c the point i well 
illustrated in whit I hive just sii 1 In f ilc of the comparati c 
frequencj of acute appen Ijciti ind the v ide and general d 
cussion of thi sul jeef it still remains one of the serious an I 
perplexing problems of soigcn I xpenence ami goml judgment 
are nov here of gre t r value than m thi so appirentJj comm n 
ailment and jet more mi takes ire probiblj mile in ihi 
t>pe of cases tlnn in other Ics c mmon d s rders 
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SOME OF THE SURGICAL PROBLEMS IN THE MANAGE 
MENT OF PITUITARY DISORDERS 
At tills tune I want to bnng before you a senes of cases il 
lustratmg disorders of the pituitary body and discuss more 
partiailarlj the indications for and the results of operative in 
terferencc Let me saj bj wa> of preface that the surgeon is 
called upon chiefly to relieve pressure and m the case of a 
pituUarj disorder the pressure phenomena are confined prac 
ticaUyto the optic tracts the optic chiasm or the optic nerves 
differing thus from the effects of intracranial pressure in tumors 
of the brain where headache is one of the almost constant sub 
jcctive disturbances 

Before reviewing individual cases let me say a fen words as 
to the variety of lesions with which we have to deal and with 
which we should be famiUac ui the management of the individual 
pituitary patient In this discussion of the surgical aspects of 
pituitary disorders we wiU recognue three groups 

Group 1 — ^The first and by far the commonest is the aden 
omata representing probably 80 per cent of pituitary lesions 
rbese adenomata are primary growths and while the dinical 
expression of the lesion may vary according to w-hether we are 
dealing with the adenoma chromophobe with hvpofunction or 
the adenoma chromcphi) with hyperfunction is a matter of no 
practical surgical importance as the mdications for operation 
in so far as visual disturbances are concerned and the method 
of attack in so fat as the approach is concerned would be quite 
the same 

Grot p — In Group 2 wc include lesions which while in 
Ad DsodrsttliPt uty Bdydlvedttli tdt»{ 
th Grad t School { Kl d 
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most instances disUnctlj suprasellar at least lia\e an anatomic 
assoaation with the pituitary structure i e refer to tumors of 
the pouch of RaChke and tumors of the hjpophj ea! duct. Both 
lesions are {requentl> associated with cj-st formation but are 
quite different in structure In the hj'pophjseal duct tumor we 
find papiUarj squamous epithelial <nsts frequentl) calcified 
whereas m the tumors frmn Rathles pouch the i^'st wall is 
lined bj a single kjer of abated c\lindnc epithelium Later 
on I will show jou patients illustrating each of these two lesions 

Group 3 — Under this group we include suprasellar growths 
which while not of pituitary on<»in at the same time frequentl) 
gi\ e n e to p taitarj sj-roptoms These rmght properl) be called 
nei hborhood tumors and included therein would be the tumors 
of the tbiid ^entncle or choroid plexus endotheliomata tahm 
their on<nn from the basal merunges and m some cases deep- 
eated gbonata 

Sjrmptomatology — will not attempt in the alloted tune to 
reMei\ the s)TnptoniatoIo<^ of pituitan d order You well 
bnow that there are two di Unct t>pes one with acromegahc 
features the other xhib ung the so-called Ftohhch s simdrome 
but let m remind lou that in man) instances the hne between 
these two t)-pes i not aJwa)S sbatpl) drawn In a number of 
cases there is oierlapping and not mfrequentl) the clmical 
picture combmes featu es of both tjpes of the dise se But as 
already said as surgeons we are particular!) and almost e clu 
si\el) interested onl) m the ual disturban s The patient 
consults the surgeon ather to cons ne %asion or to store ms on 
ahead) lost ^\^ule th characteristic pict re of pitu tar\ dis 
order when full) de defied the bitemporal hemian psi this 
is b) no means constant Inthcearhsta esone ees onl) quad 
rant defects It is fu thennore character! tic of the m ual 
disturbances of puuitat) that the proce is mo ad anced in 
one e)e than the oth r Should the lesion ha e ad anced to the 
point of optic atroph) which me itabl> f Hows nless pressure 
be relies ed such alt pb> i more d -anced in ne > e th n m 
the other so much so that m man) cases th t come to this clinic 
in at least SO per cent if not m e th patient is Ire dy totally 
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blind or viituaU> so m one eje and it is not until loss o! vision 
IS threatened in the other that the patient becomes alarmed and 
consults the surgeon 

Radiography — Routine etammation of the patient with the 
X ray is essential both as an aid to diagnosis and as a guide to 
treatment In the first place we must distmguish between the 
sellar deformations of the pnmarj intrasellar lesions and the 
uptasellar growths The prunary intrasellar growth gives the 
characteristic deep cup shaped excavation of the sella woth 
atroph> and erosion of the s^ar floor The suprasellar growth 
on the other hand presents a very different picture In most 
cases there is no enlargement or defonnity of the sella but the 
posterior clinoid processes have disappeared from atrophy and 
the sella appears elongated but not deepened in its dimensions 
There are other things to be learned from the x ray For ex 
ample jou may see m the case of hypophyseal duct tumors sharp 
de^ition of the tumor or the cyst wall which is revealed in the 
X ray pictures of the calcareous deposits and the same shadow 
mav be seen in tumors of Rathke s pouch We make it a habit 
to inspect in the X ray plate the sphenoid inus as the sella 
enlarges downward it encroaches upon the sinus and in some 
instances you will find that the sphenoid smus is practically 
obliterated Thi bit of information is of value to the surgeon 
before the operation ui that it gives hun a due as to the prog 
nosisor rather as to what mav be antiapated from the so called 
sellar decompression after the lesion has already decompressed 
Itself suffiaently to obliterate the smus but httle relief should be 
antiapated from a decompression alon To teheve pressure a 
considerable portion of the lesion must be removed It would 
take us too far afield to discuss the mterpretabon of theventnc 
ulo ram in swspecteil supraseUai growths but ui doubtful cases 
w e may at least be able to eliminate tumors of the third ventnde 
if as in the case from which this x ray picture was taken w e find 
the third ventnde di traded with air Very bnefly these are 
the important points of mfonnation to be denved from the 
roentgenologic study of the individual case 

Treatment— Now for the mam theme of tbs mommgs 
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demonstration ^Tiat treatment would 50U recommend for a 
patient ^ith pituitary disease referred to jou with faihn %Tsion’ 
You r\ill probably find that m the majon^ of cases the patient 
has alreadj had a course of glandular feeding This is the pop- 
ular method of dealing with this emergency when it ariies but 
how often it is effecti\e I am not prepared to say In practical]) 
all our cases this treatment has been empli^ed for a Jon er or 
shorter penod before the patient has been brought to u for ob- 
servation From what I hear however I am rather disposed to 
beheve that the response of pituitary adenoma to glandular 
feeding is only of exceptional occurrence The glandular ex 
tracts could of course have no effect upon lesions other than 
those of the adenomatous type There remam to us for con 
sideration but two the apeutic measu es — radiation bv x ray 
or radium and operation IlhetJieror not y ou should he contest 
to postpone operation m favor of radiation v ill depend in lar e 
measure if not entirely upon the visual di turbances ^Vemust 
reco^mize a distinction in the visual disturbances between the 
effect of nerve p essure or nerve stretching such as nu ht 
produce a hemianopsia and the effect of more prolon ed pressure 
which eventuates m an optic atrophy Given a ca e m which 
there is complete optic atrophy of one n rve and this la a cry 
frequent arcumstance and a partial atrophy of the other 
operation should not be postponed unless the patient fulh under 
stands that further delay may result in t tal blindness If the 
case be of shorter dur I on and pressu e phenomena have not 
ad anced to the pomt of optic atrophy dmitting a b temporal 
hemianopsia it is perf ctly proper providing the patient is 
under the observation of a competent ophthalmologist and p o- 
vidmg treatments be earned out by one familiar with the tedm c 
of radiation m p tuitaiy lesions u der these arcumstances to 
trv the effect of x ray or rad um 

X R \ — A wo d hould be said he e I think m rega d to thu 
effect of radiation in p tuitary les ns Because of the dist ru n 
of the visual field characteristic of pituitary lesions neha e 
very tangible mdex by which to determine th cffecti eness or 
ineffectiveness of any method of tre tm nt It is not a matter 
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of gue s^\OTk SO that one can say positively in any given case 
whether treatment by radiation is or is not effective according 
to whether the visual fields enlarge or remain stationary Bgdgre 
must be credited wuth the institution of this method of treatment 
and he has had under his observation a series of some 40 cases 
which he reports favorably influenced This is probably the 
largest senes on record but in our own dime w e hav e had results 
m a smaller senes of cases but sufEaently striking to warrant our 
faith in radiation particularly as a protection against recurrence 
after operation but in a few cases as an active agent in the 
treatment of recurrences The following may be ated as an 
illustration 

\ a ed thirty was referred to me because of recurrence of 
visual disturbances foUowingasubseUar decompression performed 
about one year before she consulted me She has in both e>e& 
a bitemporal symmetric scotoma and 10 addition to this »he 
complauis more or less constantly of headache incidentally bhe 
has not menstruated for a number of years Before a second 
operation could be considered with propnetylthoughtwe should 
try the effects of radiation To make a long story short under 
this treatment the headadies subsided menstruation was es 
tabhshed and the bilateral scotoma entirely disappeared She 
has been free from recurrence now «>oine 6v e > ears We hav e in 
this case then conclusive evidence of the beneficent effect of 
radiation upon a recurrin*^ lesion 

As another example of the favorable influence of cadiatioo. I 
present this patient E S aged nmeteen File 66 933 was re 
ferred to me by her physiaan for headaches and failing vision 
A roentgenogram sbow ed a sella turaca the dimensions of which 
were yust a htUe beyond what we wins der as normal There 
had been a rather rapid detenoration of vi ion m the last few 
months and there was a deaded cut in the field of the n ht e> e 
There were no other stigmata of pituitary disorder but from the 
X ray and eye findujgs a diagnosis of presumptive pituitary 
disorder was made and the patient referred to Dr H K Pan 
coast for radiation The patient has received three courses of 
treatment as the result of which her vuwn has deadedly 
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pro\ed the cut in the Msual field of the n ht eje has almo t 
entirel> di appeared and with it her headache The patient has 
received no other treatment and it would seem reasonable to 
assume from the sequence of events that our onronal diatmosis 
was correct and treatment appropnate 

Surgical Prohlems—\\t have b> no means armed at the 
point in the development of pituitarj surger} at which 
there can be said to he well-defined and generallj accepted in 
dications for the selection of one or the other of the two operative 
procedures bj which the lesion s approached I refer to the 
transsphenoidal operation essentjall} an extracranial procedure 
and the transfrontal operation essentially an intracranial pro- 
cedure Tl'hich of these two methods should be the method of 
choice’ The question cannot be answered in this general way 
We have to take under consideration whether the lesion belong 
tooneortheotherof thetwogeneralgroups namelv theprimary 
intrasellar lesion the extrasellar or essenti lly suprasellar les on 
such as the hypophyseal duct cysts and the tumors of Rathkes 
pouch There is no difference of opinion so far as I know amon 
neurologic surgeons os to the propnety of the transf ontal ap- 
proach when as in this ca e there was no doubt that we were 
dealuio with a suprasellar lesion Thi boy J E a ed seventeen 
File 63 i'’3 evidently p eseuts th picture of pituitary disorder 
Ills growth was arrested at the age of ten there are e idcnces ol 
infantihsm he has had penodic attacks of headache and v omit 
mg there is total blindness m the left eye and hemianopsia m 
the ri ht This roentgenogram shows dearly the outhne of the 
calcified suprasellar les n Clearly the p per avenue of ap- 
proach ID this case was by the t aesfronto] route \ flap was 
reflected the anterior hcon of the ventneJe tapped the frontal 
lobe elevated and with the head m the Rose po ition the tumor 
was readily expo ed Although at first it v as tho ght to be a 
solid growth it was found later to be a cyst the wall f which 
was unyieldmg because of ts calcification The cyst contamed 
about 80 c c of a da k reddish fluid As much as possible of the 
cyst wall was removed the lining of the cavity which remamed 
swabbed with 30 per cait. lodm olution nd the peratioo 
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concluded with closure of the dural and osteoplastic flap The 
precise nature of the cj st is undetennined whether it originated 
in the hypophyseal duct is a matter of conjecture because upon 
histoJo ic exammation there was no evidence of any epithelial 
linin g nothing but fibrous tissue with calcification could be 
demonstrated It is reasonable I thuik to assume however that 
the findmgs might represent a terminal stage of a process in which 
the epithelial structure had been replaced with fibrous tissue 

considering the quesbon of suprasellar lesions Jet me 
present this patient who happens at the tune to be under obser 
vation at the hospital She has I bebevc a suprasellar tumor 
possiblj a tumor of the pouch of Rathhe W e ha\ e at least a \ ery 
definite shadow in the -t ray of the calcified growth occupying 
a position immediately over the seUa turaca ^Vha]e I hesitate 
to make a positive diagnosis as to the precise nature and prease 
origin of the growth lamatleastvvillingtosay that should there 
be indications for operative intervention at this tune I should 
recommend unhesitatingly an operation by the transfrontal ap 
proacb because as >ou see m the x ray film there is no enlarge 
tnent of the sella turcica Itself but the shadow of the tumor hesim 
mediately above The patient presents some mterestmg features 
Ml s \ aged filt) five vears has been complaining for the 
past four j ears of visual disturbances She has not menstruated 
since she was twenty sue years of age and when thirty five she 
was told that the pelvic organs were mfantUe in type More 
recently her vision has become more defective She complamed 
of pam m the eyes and headaches and was sent to the bieuro 
surgical Clime for an opmion as to whether or not an operation 
was indicated The following were the positive findings in the 
history and physical exainuiation Headache and drowsmess 
marked cuttuig m the temporal fields for both the 10 and 3 m 
disks with some pallor on the temporal side of the disks paresis 
of the tight uifenor oblique muscle vision of the nght eye 
20/'i0 with glasses and of the left eye 20/30 The pituitary 
symptoms are represented hy drowiness hemianopsia and a 
lowered metabohe rate (—51 per cent) The ic ray shows a 
normal sella turaca and the shadow of a calafied tumor directly 
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abo^e the sella She is recavin 3 grams of pituitar} extract 
and 1 J grains of th^Toid extract dailj mth intensive radiation 
The patient has been under observation four months and 
durm this tune there has been no further detenoration of V'Uion 
She has had less headache and less drowmess and the metabolic 
rate has n en from —51 to —29 The latter considered with 
other evidences of improx ement must be attributed to the effects 
of the combined x rav and glandular treatment 

These 2 cases illustrate verj well the tjpe m which a trans- 
frontal operation should be the operation of election and this 
brmgs us to the consideration of the pnmarj mtrasellar le ions 
identified bj the characteristic cup-shaped excavation of the 
sella WTien confronted now wnih thi condibon mvanablj I 
practice the transsphenoidal operation followed m all cases bv 
intensive radiation with the understandm that should there 
be a recurrence of sj-mptoms as there ma> be a secondarj cper 
atioQ by the same approach m \ be performed or preferably a 
transfrontal operabon I am quite willm<' to admit that m a 
certain number of cases the tumor nay already have grown 
beyond the confines of the sella turaca and become in part at 
least a suprasellar growth and I recocmue too the difBculbes 
mdetermuunginany case whether or not at the tune of operabon 
and to what extent the lesion may have grown beyond the 
limits of the sella turaca But grantmg this I still mamtam 
the transsphenoidal is the operabon of choice if for no other 
reason tban because the risk is measurably less than that of the 
operabon which approaches the lesion fr m above Thi state- 
ment IS based on my ovn cxpenence and on the reports from 
other clinics It i s «Tiificant that for the past three years we 
have not had an op raUve fatality m the Iran spheno d 1 sene 
On the other hand we have had a number of deaths from trans 
frontal expIoraUon and the mortality of those who ro bnely 
pracbce transfrontal operabon has be n acknowled ed as 40 
per cent Compann these two methods n the bas s of the 
mortal ty alone th re can be no question cons denng our oblig 
bon to the patient a towhich fthetwosho Jdb theoperabon 
of choice. 
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Dunng the convalesceat penod and before discharge the pa 
tient IS lefened to Dr Henr> K Pancoast for radiation He then 
assumes charge of the case and directs the patient s return for 
treatment at certain specified uiter>als Thi patient has re 
turned for this purpose Three >ears pnor to his admission to 
the hospital he began to have headaches chiefly frontal and 
bilateral usually assoaated with nausea and vomiting About 
one year ago he noticed some blurring of vision m the left eye 
nhich progressed so rapidly that m a few months vision in that 
eyewasentirelj lost Duringthepastthreemonthshisheadaches 
have increased in seventy and frequency until recently they 
have become almost daily occurrences and are assoaated always 
wnth vomiting The following are the tnterestiDa features of 
his record Drowsiness headache voituUng optic atrophy 
complete in one eye and a hemianofisia in the other the x ray 
show s a sellar deformation typical of a primary intrasellar lesion 
Before the operation there was tenderness on pressure in the 
left temporofrontal region and a herpet c eruption at the angle 
of mouth and lower lip At the operation a pituitary cyst was 
evacuated and the cyst cavity swabbed with tincture of lodin 
Pituitary cysts are the most unfavorable lesions with which 
we have to deal Evacuation of the ^st is of itself not always 
sufliaent to ensure permanent results because there is always 
the po sibihty of a cyst refilling with recurrence of symptoms 
Just how this lesion should be dealt with is for the present un 
decided Total evtirpation of the cyst wall is not easy of ac 
compbshment and could only be done by the direct transfrontal 
etposure I would not leave you with the unpre sion that these 
cysts always refill I am remmded of a boy of seven who was 
under observation m this clmic in April 1918 At that time 
he had complete optic atrc^by of the left eye and a temporal 
hemianopsia of the n ht eye with charactensUc deformation 
of the sella turcica A transsphenoidal operation w as performed 
a cy St ev acuated and a portion of the cyst w all remov ed Ihere 
was complete restoration of vision in the left eye with relief 
o5 headache and there has been no recurrence smee 

Prognosis —The efficacy of any plan of treatment should be 



42 


CHARLES H FRAZIER 


e^aluated b^ the immediate mortalitj the degree of improie- 
ment and the mcidence of recmxence Wehaie ahead} referred 
to the operatic e mortaht} and told }ou that bj the transphe- 
noidal method it had been reduced in our clinic in the past three 
jears to zero There has been llnp^o^eJnent in Ms on in is per 
cent of our cases The failures are attnbuted to the ad%'anced 
stage of optic atrophj to insuffiaent evacuation of the ella 
contents or to a lesion that had extended \rell be}ond the con 
fines of the sella turaca The penod of relief mthout recurrence 
would of course var> tmder different oraunstances With 
the routme emploj-ment of radiation after operation we con 
fidentlj expect the tnadence of recurrence to be matenall} 
reduced \Ne have emplojed this combined treatment in the 
dime for onl} three 3 ears so that we must wait until a Ion er 
penod has elapsed before drawin*' condusions as to end res lb 
Resume — ^Looking back over the past ten jears in which 
tune most of the histoij of pituitarj surgerj has been wnlten 
we can I think point to certain verj definite accomph hments 
In the first place we ha\ e been able to diffe ntiate v\ ith greater 
certain!} between the pnmarj intrasellar le n (1) the aden 
omata so-called (2) the supraseUar tumors of duct on^n and 
(3) the o-called nc hborhood or adjacent turn We ha e 
been able to laj down certain indications for the performance 
of one or two presenbed su gical methods of dealin with p tui 
tarj lesion We have imp ved the techmc of the Iran phe- 
noidal appro ch so that the mortaUty has been reduced from 17 
per cent 0 hi her as it was when the operab n was first in 
troduced to e o as now pracUicd In the p rform nee of the 
transspheno dal operatimi parbcularlv manv difficulties ha e 
been o e ome b) the u c f direct Iluminati We ha e 
learned the possib hues of fhrect d ation o e pituitarj les ns 
parUcuIarlj th adenomata Th re arc on reco d a numb r of 
ca es in which bv r d ation lone al and the d turbances 
have subsided and b} combmm" operaUon and radiat n we 
hope to prolon*- the penod of imp vemcnl and poss blj pevent 
ecurrence Taking it all in II thi penod f ten j re has b en 
siTMilarlj producU e 
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CASES ILLUSTRATING THE SURGERY OF THE STOMACH 

I WANT to bring before >ou thi morning a senes of stomach 
cases from which I think we waj leam valuable lessons 

Case I Detachment of a Gastrojejunostomy — ^The first 
patient a man fortj three years of age entered the hospital 
September 14 192’ He had net er been sick until nme or ten 
years previously when he developed pain in the abdomen and 
vomiting Since that time he had had four diilerent abdominal 
operations and was still very badly off m fact 1 behave he 
was worse then than he was before the first operation His 
first operation done through an upper right rectus incuion 
about nme years ago it is said revealed no lesions but five 
weeks later a second operation was done and at that time 
through a left rectus incision a gastrojejunostomy was done 
He remained well for only four months when he returned to 
the hospital and was in that hospital off and on almost every 
year smee that time up to August 1921 when a third opera 
tion w'as done which be says is recorded by an incision over 
his gah bladder region but he says that the gall bladder had 
nothing wrong with it Again he felt better for a while but 
m June 1922 he came into the Fpiscopal Hospital then pre 
sentmg already the three upper abdominal masions and com 
plaining of the same old symptoms At that tune my colleague 
Dr Mutschler did an exploratory laparotomy through an m 
asion in the left semilunar Ime fnan the costal border down 
ward He found innumerable adhesions and after wotkino for 
two hours abandoned the opetabon After this the man felt 
well for about two weeks only Smee leaving the hospital m 
July he had had much pain and vomiting and had been in bed 

4 $ 
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most of the tune and had been able to secure relief onlj throu h 
frequent doses of morphin So then he came back to the hos- 
pital as I saj in September nhen he came under m% care 
He iras a fairlj nell-de\ eloped man but seemed m constant 
pam and was \omiting almost contmuallj fh?n greenish mu 
cold material Hts heart and Iun<*s were ne ati\e as was 
his blood ^as^eimann and his imne except for a few hj'alme 
and granular casts His normal weig,ht he said was 147 pounds 
he weighed then 132 pounds so that he had not lost much 
wei ht in spite of hia long illness The abdomen showed between 
the costal mar^nns and the umbihcus the four longitudinal 
scars already described and the test of the abdomen was ne<^ 
U\e hsaturall\ Iiasaer) aaerse to the thou5,ht of dom an^ 
other operation on uch a patient but he had real eaere pam 
oala reheaed at xu^ht ba morphm and e\er> daj or at lea t 
ea eiy few daj'S he a omited a cop ous amount of bile-stained 
material On September ^Ist an x raj studj of hb gastro- 
mtesUaal tract showed that the stomach emptied rapidli 
through the gastro-enter tom\ opening and that it was emptj 
at the SIS hour examinabOD There was marked stasis m the 
terminal ileum at the end of ja hours None of the baniun 
meal eemed to pass b\ the pjlorus The small intestine ju t 
below the anastomosis whether proxunal o distal could not 
be detennmed showing pouching and diJat tion Iso laou 
ord could be seen Dr Bromer aid but he thought that the 
possibilitj of a gastrojejun 1 ulcer mu t be borne in mind 
The patient begged me esei> da3 to operate a him and I kept 
him in the ward 1 n eno b bef operation to be sure that 
he aUj w s suff mio and that he wa not m rcK a n uras 
theme and thou^ I was mdmed to behe e that the trouble 
was due to the existence of \iaou arde m hb f rm g stro- 
jejunostom} I could not be ceitam th t the ga trojej nal ulcer 
which our roent enologists ^^gested wasn tpresent 

On <?eptember 29th (fifteen d ys aft r adims ion) I op rated 
on him with manj inis«n%ings recoil ctin that the 1 t s rge n 
after working for two hours h d not uc eded m tmduig anj 
except adhesions It wa diff ult t choose ne place 
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for the fifth inasion m hi upper abdomen but I selected the 
region just to the right of the midlme leaving two scars on the 
left and two on the nght maUng the mcision 30 cm long and 
opening the panetal pentoneum very high up I found the 
hver and the prepylonc portion of the stomach and the gall 
bladder all adherent to the panetal pentoneum and to each 
other These were separated down to the foramen of 'V\inslow 
wbch was found patulous The gall bladder appeared normal 
and except at its fundus was free from adhesions This region 
was temporarily packed off and the panetal pentoneum was 
opened below the area of adhesions just above the umbilicus 
and a pack was introduced to keep the small intestine from pro- 
lapsing The adhesions of the omentum and the transverse 
colon and stomach and small intestines were then dissected 
free from one end of the ma ion to the other on the left side 
of mj incision awaj over be>ond the most left lateral incision 
thus complete!) freeing that ide of the panetal pentoneum 
Fioallj the jejunum was found densel) adherent to the under 
surface of the mesocolon and was dissected free up to the anas 
tomosis with the stomach which was patulous and where no 
ulcer could be felt The afferent loop (duodenum) was obstructed 
because the surgeon who had made the gastrojejunal anasto- 
mosis ( no loop method) had twisted the jejunum on itself 
so that the anastomotic openin U> more or less m the trans 
verse axi of the patients body I will speak further of this 
fault in technic later \ sponge was passed beneath the anas 
tomosis and one Pajr clamp placed on the stomach and one on 
the jejunal loop parallel to the anastomosis and the anastomosis 
was dmded between these clamps with the actual cauterj 
The stomach was closed v ith consderable difficulty owing to 
Us hi h position and the transverse me ocolon was closed 
beneath the stomach and then the area of the jejunum m which 
the anastomosis was situated was era ed and an end to end 
anastomosis done To hav e sutured the opetim" into the jeju 
num would have caused too much stenosis When aitet this 
procedure I made a revisicm of the wound before closing the 
aWommal a all 1 «as upsat to fmd that the p> lores seemed 
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thickened and it was ahnost doubtful whether it was suffiaentJi 
patulous espeoaU\ m Mew of the report of the roent enoloto-t 
that no banum had e\er been seen to pass bj the pjloms 
Howe\er as the r^ratios had already lasted moie than Pro 
hours I did not deem it wue to prolon^ it either to do a p)Io- 
rectomj or e\en to remoxe the appendix 

On the fourth daj after operation the patient ^ 0 Inlted four 
tunes and on the fifth d fi\e tunes but as he still %'Omited 
hde I was sati-fied that the piJorus was actuaUi patulous 
and this was pro\cd b\ an r ^l^ tud^ made on the fifth da> 
after operation which bowed the banum passing frecl> bj the 
p lorus The last time that he lomited in the ho«pitaJ was 
October 13th two weeks after operation when he lonuted 
fi%e tunes >en profu«eh Be/oivJea m the ho*pj*^J ^ 
esaminatioQ showed that the stomach was \en small and la) 
high up in the epgastnum that it emptied rather rapldl^ 
that there was no ixhour retention that there was a fillis 
defect at the prep} lorus probabI> due to adhesions but nothin 
to indicate a definite]^ localized ulcer On No\ember 3d he 
was di.char ed f ee from s)mpt©ins ha\mg been i alkin 
around the ward m perfcctlj good health for more than two 
weeks VSTien «een a«Min it weeks later hi wc ht had re- 
turned to 145 pound oiil% 2 pound less than nonnal and he 
had % mited onl twice sine leating the hospital 

'Sow such a patient as this who has suffered mant thin*^ 
at the hand of many surgeons may be thankful to bate his 
anat mj rest ed as nearly to nonnal as possible The onlj 
cntiasm that I Tt”wk 1 could make m addition to condemning 
the unnecessarj operaticms whidi hate been done upon him 
that he has neter had his appoidt remoted and perhaps I 
should hate done that mfself but be had enough other trouble 
when he was und r mj can lo make me willing to postpone 
that for anoth r occasion 

H wa gam onder bserva to in tb wa d f bo t t Cbnst 

fTfn^ His iiatr«a and oaa ooxl vmjtwg wa rapdJy d tmly 
relieved by Kention t diet H bI pt ao dly II ghl f bypodenni 
mjectwo f steril irater lb lew occa on h he compa ed f *l«ep- 
Jessness and pam> 
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Case II Duodenal Ulcer Unrelieved by Cholecystostomy 
done for Upper Abdominal Symptoms — Speakin^ of doing un 
necessary operations I ha\e bad the following experience my 
self In 1914 I operated on a man George O then fort> four 
>ears of age who had had inflanunation of the stomach as he 
called It ^hen sixteen jears of age and this continued for se\en 
months He said that he meant bj inflammation of the stomach 
se\ere pain m the stomach and \onutinfl' He nas perfectly 
health> from that time up to the age of twentj five jears but 
from the age of twenty five vears up to his present illness when 
he was forty four years of age he had had penodic attacks of 
vomitmg and severe colickv pams m the right upper abdomen 
These attacks used to last for several weeks at a tune He would 
first regurgitate his food with nausea followed by sev ere pain 
agonizm<' and cohcky in the upper abdomen and relieved only 
by medicines Between these attacks he felt very well The 
attack for which he came under m> care in 1914 had begun 
three w eeks previously w ith smular symptoms These symptoms 
lasted up to the night before admission when he was suddenly 
stricken with severe cohckv pam in the right abdomen which 
lasted four hours This pam radiated to the opposite side and 
to the left shoulder but never to the n ht shoulder or down 
ward Snce admission (August 11 1914) there had been less 
acute pam and only soreness m the back and the stomach 
There was no history of any urmary trouble IIis normal wei ht 
was 165 pounds Etanunat on was negative except for tender 
ness over the gall bladder especially at the end of deep inspira 
tion and slight tenderness m the right costov crtebral angle 
OperaUon on August 14 1914 showed the gall bladder ad 
herent to the hepatic flexure of the colon and the hver adherent 
to the duodenum The pylorus was lightly adherent but it 
admitted the finger easily and there were no ulcers or acatnees 
palpable As no stones were found m the gall bladder or ducts 
the gall bladder was drained Culture of the bile was negative 
He went home about four weeks after operation saying he felt 
very well but m September 1920 about six y ears later became 
back complaining of much the same symptoms although the 
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tJiicicned and jt was almost doubtful wiether it was sufioealh 
patulous e«pcaall\ in x cw of the report of the roentjeEoIc>T.t 
that no banum had ever been «ffii to pss bj the pvlcm^ 
Howe\er as the operation had alread lasted more th-n hr 
hours I did not deem it wi-e to prolong it either to do a pvlo- 
rectoinv or e\ en to remoi e the appendu: 

On the fourth daa after t^mtion the patient onuted four 
times and on the £ltb da he tore*' but as he l31 Toirj.ed 
bile I was satisfied that the p\lon.s was ctualli patulous, 
and tin was pro\ed b\ an i ra tud made on the fifth d-v 
after operati n which bowed the banum pa—in freelv b' the 
piloni The la-t time that he \onuted in the hospital was 
October 1 tb two weels after operation when be na ed 
fi^e times erv profu«eh Before lea mg the ho«pital an » rav 
examination showed that the stomach was eri small and lar 
hi h up in the epi"a tnum that it onptied rath r'pdh. 
that there was c ix hour retenbon that th re wa. a fiLiHe 
defect at lie prept lorus probablj due to adhesion, but notlun 
to indicate a detimteh localiaed ulcer On Nmembe ■*d he 
was discharged free from mnptom. hating been walfcin*^ 
around the ward in perfect]> good health for more than two 
weeks ViTien een a<'ain i reeks lat r his e ht had re- 
turned to I4a pounds onf ’ p unds Je&» than n nnai d i 
had onuted onlt twice Jnce lea m the ho^) tal 

■Now such a pabent as this who has suffe ed man thnjt^ 
t the hands of roant “nii^^n maj be thankful to La e iia 
anatomt restored as nearlt to nonnal as posdble. The onh 
cnbcmfl that I rhml I could mak m addibon to nde mnm 
th unnecessart c^jerab ns which hate been done upon hen 
la that h b’ts nete had his appendix remoted and perhaps I 
should hate d n that m 'sdf but he had enou^'h other trouble 
when he was under mt care to mak me willm to postpone 
that fo anothe occasion- 

H wa gam tmder bsoration lO tb wan! for bout wret t Oinst 
TTrac »iTn>. His caosea and occasona! Tomiting was rapdly and entireJy 
reGeredby ttenbofl t dirt H rfepeerondlrafl ci^ after bjpwjOTnic 
injection fsteril water on th lew ocoaons w lien b comilamed f sleep- 
lessness and pain. 
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Case II Duodenal Ulcer Unrelieved by Cholecystostomy 
done for Upper Abdominal Symptoms —Speaking of doing un 
necessary operations I ha\e had the following experience mj 
self In 1914 1 operated on a man George & then forty four 
years of age who had had inflammation of the stomach as he 
called It ivheQ sixteen years of age and this continued for seven 
months He said that he meant by inflammation of the stomach 
severe pam in the stomach and vomiting He was perfectly 
healthy from that time up to the age of twenty five years but 
from the age of twenty five vears up to his present illness when 
he was forty four years of age he had had periodic attacks of 
vomiting and severe colicky pains m the right upper abdomen 
These attacks used to last tor several weeks at a time He would 
first regurcntate his food xnth nausea followed by sev eie pam 
agoniaing and colicky m the upper abdomen and reheved only 
by medicmes Between these attacks he felt very well The 
attack for which he came under my care m 1914 bad begun 
three weeks previously withsimdat symptoms These symptoms 
lasted up to the night before admi sion when he was suddenly 
stricken with severe colicky pam in the nght abdomen which 
lasted four hours This pain radiated to the opposite side and 
to the left shoulder but never to the nght shoulder or down 
ward Since admission (Au"tist 11 1914) there had been less 
acute pam and only soreness m the back and the stimach 
There v as no history of any unnary trouble His normal weight 
was 165 pounds Exaimnatjon was n gative except for tender 
ness over the gall bladder especially at the end of deep mspira 
tion and slight tenderness m the nght costov ertebral angle 
Operation on Au<nist 14 1914 showed the gall bladder ad 
herent to the hepatic flexure of the colon and the hver adherent 
to the duodenum The pylorus was lightly adherent but it 
admitted the finder easily and there were no ulcers or acalnces 
palpable As no stones were found m the gall bladder or ducts 
the gal) bladder v as drained Culture of the b le was negaUve 
He V ent home about four weeks after operation saying he felt 
very well but m September 1020 about six years later became 
back complaming of much the ame symptoms although the 
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present attack had begun onl> about three months previouslj 
He \oinited one or two hours after his meals after having epi 
gastnc pam for some time Nearly cverj night he %omited 
about SIX hours after his escnuig meaJ Ife felt better Trien 
the stomach i\as empty He had ne%er been jaundiced and 
said that he had lost 20 pounds in the last three months He 
said he i as not unpro\ed b) the gallbladder operation six 
3 ears pre\nousl 3 but had been worse than usual for the hst 
fe'i\ months * Ray eraniination b^ Dr Bromer showed the 



stomach in fair position no etention no filling defects s 
gesti\e of ulcer tendency to pylorospasm prob bly reflex 
Sbght stasis in the tennin I ileum t the end of six hours which 
mi ht s gest adhesion but thee were n points of tendeme s 
which are usually found where there a e dhes ons The twent} 
fou hour examination was ncg tiie S under tbe diagnosis 
of pylorospasm I operated on thi man am September 14 
1920 I found the omentum densely adhe ent t the former 
scar and after dentifying the pylorus tho ^ht I c uid palpate 
a suspiaous mass m th duod niun This appeared t be in 
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the descending part of the duodenum on the posterior median 
Tvall After separating the duodenum from the gaU bladder 
to which it was densely adherent and mobilizmg the duodenum 
this mass nas clearly evident — a dnomc ulcei of the duodenum 
(Fig 3) and I suspected \er> strongly that it had been there 
at the tune of my operation sox years before but that I had 
not made a suffiaent search to locate it A posterior gastro 
jejimostomy was done as it seemed impossible to cxase an 
ulcer in this situation The man recovered uneventfully and 
had no recurrence of symptoms He reports Qanuary 6 1923) 
that his health is excellent and that be can eat any thing peci 
fying beans and cabbage He vorks at night as a fireman s 
helper 

Case HI Duodenal Ulcer Hot Discovered During an Ex 
ploratoiy Operation Nearly Four Years Previously “Not long 
after the operation which I have just described there came 
under my care another patient Harruon R a man twenty sk 
years of age whose chief complamt was nausea and vomiting 
He had been operated upon m a Nava! Hospital m July 1917 
for acute appendiats About five weeks after thi appendi 
citis ope ation he says he had fecal vomitin and then had a 
second operation done which he thinks was an intestinal re 
section In April 1019 he had an exploratory upper abdominal 
operation done but the surgeon found nothing but adhesions 
and closed the wound He says that the symptoms present 
then have persisted and he complains now besides his nausea 
and vomituig of pain about an hour after eating and he says 
this pam IS reliev ed by soda but not by eatmg food He say s 
this IS not the same kind of pain as he had before the operahon 
for appendicitis H s normal weight was 172 pounds when 
he came under my care it was 145 pounds He looked rather 
anemic, and undernourished 

* Ray exammabon by Dr Bromer showed the pylorus 
lying well towar I the nght the duodenal cap dilated lying m 
close proximity to the hepatic flexure and showmg quite con 
slant distortion and defonmty There was a tendency to hyper 
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penstal la and at the end of six hours there was retention of one 
fourth of the banum meal in the stomach The roent enoloin-ts 
diafjno I was a lesion about the pjlonis m the first part of the 
duo<fcnum pinning ilo vn the pylorus and cap 

January 28 I operated on him and found just a I 
had done in Ca e II — a callous ulcer in the descendin portion 
of the duodenum a am t the pancreas (F 31 There were 
innumerable adhesions \ posterior gast^OJe;unosto^l^ wa 
done from which the patient recosered unesentfuU} and when 
een fourteen months later he had gained 30 pounds in wei ht 
and had \omrted onh once since the operation and then onlj 
after a hea%"\ meal of baked beans Two ^e3rs after ofention 
he reported he was feebn ell and gamm wci ht AU n ht 
at tunes but then at others he 1 uncomfortable when Ijm in 
bed Can eat an) thing now 

X Faj examination at thi tune showed no t hour retectron 
normal pen taLis a functioiun gastio-enterostem openm 
but still the failure to fill of the pjlonc cap 

These 1 patients presented identical les ons both had been 
operated on prenousK without the true eau 0 / their trouble 
haMng been <li entered and as I sa) t is almost as bad to do 
that a to do an oj eration on a p licnt when no operation what 
eten indicated 

Case IV Carcinom tous Dicer on Lesser Currature of 
Stomach Excision — I want al to present today a man forh 
fi\e 5 ears f a e an ir a molder b> trade who wi ent into 
Ibehopitalbi Dr If G Godfrej September ’’<> 19’1 hi chief 
complaint bei pain in the stomach and om tin He had 
be n ojerated on twenlt two >ear 5 pret ousl I the German 
H pital of I hil delphia now the Lank nau Ho p tal f r ac te 
appendiciti ithabce Sji thcnhehdb nin ood health 
until fi\ e r p ao I> hen he b an to ha sou enicta 
tions belclun^ and much as He al o had compl ined t tun s 
of acute I in m the toma h fter eatin®^ And th n Jus \ om t 
uio 1 ecame more fre<j ent A Ion a as De mbe 1920 he 
somiteds mcbJocKfa/t ra \er att ck fpamaDdun on cions 
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ness The amount of blood lost is not known Evidentlj his 
unconsciousness ivas caused by hemorrhage mto the stomach 
causm<' faintness and then afterward he vomited as he came to 
He had ^omlted blood onlj once smce and thought that smce 
these hemorrhages he had had less pam and %omiting but the 
belchmg of gas continued One week before admission he \omited 
a cupful of coffee grounds matenal and the day before admission 
he \omited about a quart of blood five hours after eatmg a 
meal of soft c^gs bread and coffee He got very weak but 
did not lose consaousness this tune He had been constipated 
for about fii-e years and had had to take purges constantly He 
never passed fresh blood by the bowel but one year ago passed 
some black stools He said he had lost about 30 pounds in 
weight in the last ten. months His weight on admission was 
101 pounds 

Except for a rather pale anemic appearance physical ex 
amination w as negitiv e but there was a small reducible inasional 
hernia at the lower end of the scar of the appendix operation 
The red blood cells numbered 1 920 000 the hemoglobin 
was 38 per cent and the white blood cells 9600 of which 56 
pet cent were polys and 39 pet cent lymphocytes 

The blood \lasseimann was negabve as was his unne his 
phthalem output a few days after admission was 20 per cent 
for the first hour and 10 per cent for the second hour or a total 
of 30 per cent for the two hours 

W e kept him on hquid diet at first but as he grew better 
he took soft diet and after three weeks although he was still 
in bed and had cons derably unproved his red blood cells still 
numbe ed only 2 750 000 and h hemo lobin only 54 per cent 
On that day he v as transfused by the citrate method by Drs 
Bi hop and Holloway two of our interns 500 c c of blood 
hem taken from his brother \ ho as well as the patient was 
of the Type IV of Moss s cUs ificabon After the transfusion 
the red blood ceUs numbered 2 890000 and his hemoMobin 
as 59 per cent not a vetv striking change ^\ e then thought 
him weU enough to have iiay studies made of his stomach 
and acco dinglv on October 2Ist the follow report was re 
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cei\«l from Dr Bremer our roentgenologj t There was a 
crater on the lesser cur\ature with a \erj definite outlme 
(Fi 4) there was mtemiption of penstabis at thia Jte 
but there was no six hour retention The rocntgenoIo'Tsts 
diagnosis i as an ulcer on the les er cunature This seemed 
a reasonable diagnosis for the urgeon to male also in siew of 
the patient s historj and the x ra\ tmdings The \oinitin of 
bright red bfood and especuflj the occurrence of niasa\e 
hemorrhage are characien tics of ulcer rather than of carcinoma 
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and the mgle report of \omtus iListin of coffee grounds 
matenal was not sufliaent of jUelf to justif> a dia'mosis of 
ca canoma whil the x ra> picture j u ee is quite tjpical 
of a callo s ulcer 

Operauon w s done O tober ’’5 1921 (durmg the meetm 
of the Clinical Con<w ss of Surgeon ) thr h left ep ■mst ic 
paramedian m is on 18 an long the p>l rus w s normal but 
on the fes cr curvature b t :> cm f om the da and j t 
where the crat shows m the skiagraph the i as a calJou 
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ulcer The pancreas ^vas li^U> adherent to this rCoion and 
there was a local hardness in the pancreas m this neighborhood 
Now it IS •well recogniaed bj surgeons that a gastrojejunostomj 
alone is less suitable lor ulcers in this situation than for any 
others and though almost all surgeons agree that it is proper 
to excise an ulcer of this type wherever it is situated if it is pos 
sible to do so jt is almost imperative to excise an ulcer situated 
such as this one is high on the lesser curvature Verj few ulcers 
in this situation will heal after the performance of a gastro 
jejunostomy alone Accordingly I detached the gastrohepatic 
omentum from the region of the ulcer and placed a pack in the 
lesser peritoneal cavity behind the stomach I next cau ht 
the margms of the ulcer in curved hemostats and then exased 
It with the cautery The wound in the stomach was closed 
with continuous through and through overhand sutures of 
chromic catgut and thi row agam was inverted with a sero 
serous suture of chromic gut Mr Moymihan states that he 
employ No 000 000 (6 aero) chromic catgut for all of his in 
testmal work but I suspect that the English scale must he 
different from ours m regard to catgut as well as in re ard to 
the caliber of urethral instruments becau e no surgical supply 
house and no surgeon of whom I have inquired had ever heard 
m this country of catgut finer than triple rero and 1 am sati 
fied to use either double zero or triple zero for these sutures 
In combination with other surgeons I have abandoned the use 
of linen sutures even for the eroserous stitches m gastro intes 
tinal work and have had no reason to 'wish to return to the 
hnen After closure of the opening in the stomach the latter 
was somewhat defonned so this evasion of the ulcer was sup 
plemented by a posterior gastrojejunostomy done m the usual 
way Perhaps I ou^ht to be more explicit upon this point for 
while 1 believe it ought to be the usual way I suspect that jt is 
not the usual way in which the operation is done The jejunum 
normally hangs more or les vertically from its origin when the 
paUent i upn ht it v ill sTung ather to the left or to the right 
according to the position of the patient It was long ago (m 
1901) pointed out by Petersen (an assistant of Czerny) that 
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the most ensible \\a% in ^ hich to anastoino«c the jejunum to 
the stomach to turn it neither tonard the left nor toward 
the n^ht but to keep it as nearlv as mi ht be in the lon'ntudmil 
axi3 of the patient bad\ o that when the \n<era are replaced 
the proTimal end of the jejunum corresjwnds to the les'cr cur\i 
ture of the stomach and the d tal end of the jejunal openin 
with the greater curvature I can see no occa ion for tumin 
the jejunum cither toirard the n ht or toward the left He 
trans\er^ mesocolon in thi cn e was adherent to the po«tenor 
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wall of the tomacheac ptnc riheleve cur^•atu e but where er 
It Is not dherent t is sutu ed to the stomach so as to pre ent 
prolapse £ th «nnaIJ intestine throu h the openin and also 
so a t p nt the penin in the mesocolon from becotmn 
adhe nt round th jejunum bel w the nastom sis since m 
that jxjsibon t m > cau*e n tnction or anmlation of the 
jejunum and int rferc with the pre^r functionin of the anas 
tomosis The is also no occasion t attach the jejunum to the 
st mach p sm 1 and distal to the aastomo is when th open 
uio m the st mach is mid a I ha e ad iscd been se there is 
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no tendency for the jejunum to be Linked WTien the viscera 
are returned to their normal po ition tlw jejunum lies as before 
the operation fFig 5) 

This patient reco\ered nithoutasin''le unfavorable symptom 
except for a slight bronchitis on the third and fourth dajs after 
operation The laboratory report unfortunately showed that 
the ulcer n as a scirrhous carcinoma and not as had been thought 
before operation a sunple ulcer His symptoms were completely 
reheved however and he left the hospital three weeks after op 
eration At the pre ent tune (fifteen months after operation) 
hei in fair general health with no abdominal symptoms of any 
kind havmg gamed 23 pounds (10 36 kg ) m weight Muce leaving 
the hospital Dr Godfrey tells me however that he gives 
evidence of eailj tuberculous chan es m his lungs 


Case V Perforation of a Gastnc Ulcer Followed by Carci 
noma —A young woman Mrs AdaJ aged twentj ei ht came 
under my care first in beptember 1919 complainmg of d>s 
menorrhea which I thought was caused b> anteflexion of the 
uterus and a stenosi of the cenox This was treated b> a 
Dudlej operation on the ervLx The abdomen was then opened 
and several cjsts of the ovaries etased and sutured the appen 
dix was removed and a verj redundant and mobile cecum 
lying m the pelvis was replaced m the right ihac fossa and 
fixed to the parietal pentoncum by sutures * She came back 
to see me at the ho pital about four months later feeling fairly 
veil but complamm now that six weeks previousl) she had 
developed a little pain m the left side between the crest of the 
ibum and the margui of the nbs and saying that she had a 
drawmg sensation over the lower left nbs I exammed her 
as I thought thoroughlj at about 1 p it and could find nothing 
iron with her Her abdomen vas soft and not tender Her 
chest V as ne ati e and pressure over her left hj-pochondnac 
re ion where she complamed of the drawm sensauon caused 
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her no discomfort So she went home but scarcel} had he 
am^ed there ^hen she got a sudden severe pain comm on 
VMthout anj notice at first onij in the abdomen but m a few 
minutes the pam spread all over her bodj She vomited several 
times and felt verj weak and sick She was seen at once b} her 
phvsician Dr Godfrej who sent her back to the ho pital ith 
the diagnosis of perforated gastnc ulcer ^\'ben I operated 
upon her about six hours after the perforation occurred I found 
a perforation about 1 on in diameter with mdurated margins 
on the antenor wall near the les er curvature and about 4 cm 
from the cardia This was do ed and a postenor gastrojeju 
nostomv was done She recovered uneventful!} 

X Raj examination b> Dr Bromer in Jul} 1920 six months 
after closure of the perforation showed an inosura on the greater 
curvature of the stomach with a niche on the lesser cunature 
which was constant throughout the entire fiuoroscopic examipa 
tion No mo ement of the banum could he seen throu h the 
gastro-enterostom} opening Dr Bromer said that if the ulcer 
had been exased at the previous operation this was undoubtedl} 
a recunen e If it had not been exused it was a persistence 
of the ulcer unhealed She felt fairl> well until \o ember 
1920 wb n she v mited some blood and then I urged her ph}^- 
laan and he u ed her to return to the hospital and have the 
ulcer exa ed But during a period of nine months in 1921 
she was entirel) free of all gastric s>Tnptoms Just before 
Christmas 1921 stomach s>iDptoms relumed and contmued 
up imtil her readnussion at the end of March 19'’2 She had 
taken to h r bed about four weeks before this time and had 
been jaundiced for the 1 st two weeks She was extreme!} 
jaundiced and ei} cm aated on adm ss on her abdomen was 
great!} distended tense and t}'mpanitic except in the depend 
ent portions and in the left qiigastnum where there wa a 
mass which was v ery toider I thought possibl} she had a 
chronic or sub cute perforati n of the ulcer with an abscess 
aroimd the tomach and on Alarch 28 I9'’2 I operated on he 
a am findm f e bile stamed and blood} flu d m the pentoneal 
ca It} about 1000 cc-bem vacu ted There was a fi. ed mass m 
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the gastrohepattc omentum extending from the lesser curvature 
evidentU a carcmoma The stomach pylorus and duodenum 
were adherent to the old scar Tvhich was to the right of the pres 
ent inci ion The old gastro entero tomy was exposed it was 
not thickened and appeared to be normal Owing to the extent 
of the adhesions and the hopeless nature of the condition the 
hver was not exposed The patient died of exhaustion about 
two weeks after this operation Autopsy showed at the lesser 
curvature at the cardia a carcmoma adherent to the hver numer 
ous nodule of secondary carcinoma in both lobes of the hver 
the diaphragm adherent to the left lobe of the h\er and mvaded 
b) carcinoma the gall bladder greatly distended and tense 
the common duct compressed b> a retroperitoneal mass of 
carcmoma or by direct mvasion and there was bile stamed 
fluid ui the peritoneal cavity 

This case is of interest because of the premonitory symptoms 
of perforation of the stomach which she presented and had we 
known of the existence of an ulcer of the stomach such symptoms 
should have put us on our guard agamst a threatening perfora 
tion It IS also of interest to speculate whether the primary 
le ion in the stomach was carcinomatous or whether the car 
emoma de\ eloped m the bed of the old ulcer Might it not ha\ e 
been better to have exased the ulcer at the time of the perfora 
tion? 

Case VI Kesult of Partial Gastrectomy for Carcinoma - 
I thought it would be of mterest to you m connection with the 
patients I have just presented to have come back today aman 
(hlr Ernest M) on whran 1 operated more than two years 
ago for a rather extensive carcmoma of the stomach He was 
fifty five years old and unul eighteen months before admission 
to the hospital on September 28 1920 he had been m good 
health but then he began to get indigestion sour stomach 
after eatm^ belchin*' up much gas and aad tastm^, mate lal 
several hours after eatin Medwane had done hrai no good 
Nine months before admission he be an to vomit every time 
he ale a full meal and until be tame into the care of Dr Freas 
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ss 

who referrctl htm to me he t as ui terj miserable condition 
Dr Dreas wi eI^ restnclcd his diet to liquids and found that 
he could retain milL. \eij He had no appetite at all was 
\eJ 5 constipated hadlo5t50pot2/}d3in nei ht and wasnaturalJ) 
■\erj nenous and womed about himself He bad vomited some 
coffee-grounds matenal at tunes 

This 7na^ be con idered a tsplcal historj of carcinoma of 
the stomach a patient past mid lie Lfe develops rather d 
denij stomach syroptoms t hicb persist m pite ol treatment 
and w hich continue to grow \ one without ans rcmi ions or 
free interials Appetite is lost i eight is lost while the coffee 
grounds \onutus and the roentgenolo'nc e.amination sene 
merclj to confirm a dia'mosis which should base been settled 
bj etploraton operation iS nece< arj before such late siwp- 
toms appear 

The I raj showed a lesion ln^ol^•ul the pjlorus and the 
prepjlonc part of the stomach and Dr Broiner added that 
at the pjlorus the ewasan accessoi> pod-et which was constant 
and which he thought was probab^ the site of the ontnnal 
ulcer the rest of the fillio^ defect bein due to the supcnmpo«ed 
carcinomatous mass From x raj eiarmnatiop it appeared to 
be a suitable ca.e for re^ecUon 

The patient s red blood ceUs numbered 4 120 000 and hi* 
hemoglobin was 56 per cent His blood ^ assermann was ne'^ 
tiAC aswashisurme 

At the operation (October 1 1920) I found no metasta es 
pafpafale in the Ii%er in tie prepjfonc e'non of the stomach 
the e 1 as a callous ulcer adherent to the head of the pancreas 
and CTlending from the greatc to th les er cu^^■ature and ca *- 
iDc obstruction Except for the postenor dhesions the tumor 
as freelj mo^able the sue of a medium sired apple and 
caused an hourgl ss structure of the stomach A partial 
astrectomj a d ne the qicn end f the stomach bein im 
planted into the antimes ntnc border of th jejunum accord 
in toPoljasm thod Thcpatient reco've ed without unfa\or 
able sjmptoms and went borne thr weels after operati n 
Two months after his discharge he w able to return to wo h 
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and has remained m good health since A curious habit that he 
acquired after operation rvas a fondness for sauer kraut He 
ate 2 quarts of this e\erj da> for a long period of time makmg 
four mea) out of it \ ith bread and sometimes mth potatoes 
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He ne%ei has had note> ortiy gastnc or intestinal symptoms 
since operation and i now in \ cry good health ‘ 

Figure 6 shows the portion of the stomach remo\ed You 
will see It has been opened along the lesser cur\ ature Dr C Y 


At p se t F bni ry 1923 t ty-eght m ft 
t -ell \V ght 150 po d 
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\Mutes report o! the histologic cxammation showed it was a 
colloid carcinoma On the lesser currature aUo is to be found 
on the postenor wall a chronic perforation of the stomach which 
was adherent to the pancreas and contiguous to this is the 
carcinomatous ulcer itself which is about S cm in diameter and 
occupies the entire remaining lumen of the stomach 

Case Vn Subtotal Gastrectomy for Carcmoma Death — 
Patients do not always reco\ef after operation unfortunately 
because one is tempted to do resection where%er pos ble and 
sometimes one jud'nncnt as to the abihQ of the patients to 
wathstand resection is in error Thus as Dr 'Majo has well 
pointed out the higher the percents e of radical operations 
that are done bj a surgeon the higher will hi uoinediate mor 
tahtj be whereas ifheweretoconteothunsel/mtbdeingpall« 
ti\e operations in borderlmecases bis immediate mo talih mi ht 
be Imi but hi» ultimate cures would be \eo fe In mj own 
expencnce for mstaocc I ha>e found that up to the present 
(January 1 19i3) I have been able to do a radical operation 
in 21 per cent of cases of carcmoma of the stomach with an 
immediate mo talit> of 2S per cent which as I ha\e said is 
hi h I haye done a palliati e operation <»astrojejunoslomy 
(or in one case of hour glass stomach from carcinoma a gastro- 
gastrostoin>) in 42 per c nt f the cases ath an immediate 
mortabt> of SO per cent the remamin patients bem<' really 
rebey ed b) the paliiatiye operation (This does not include 
ca es of carcinoma of the esophagus or ca diac nfice of the 
stomach) Eyer> p Pent dyin^ m the hopital eien if onl> 
se eral weeks after operat on i ted as an operati death 

The Ion est duraPon of hfe after palh u e p at n was bout 

one j ear In 36 per ent of my g stnc carcinoma cases I ha e 

B d th pat t (Case VI) h •« b I O' * h ve j rrat d d 

h ft ppro huig fbpeodf heeye Ica boa t f ly 

pat t wh ha et Uy pa sed th th pe d I partial gas- 

tcect toy f eareui rah w II t h f rth >•« gpod h I h 
Sc dd 1921 tratdlOSpa t «fi h dbe perat d h M ssa 

h sett Ge ral H “P t 1 f caici mafth rah df dht t 
gl had r\ -ed f th»ee J» rs 
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been unable to do anj thing after opening the abdomen and 
ha\e merel> closed the vound again 

0 ERA lovs FOR Ca Cl Oil O TH S Oil CB 

Open( n rUli 

E pi t ly 36 pe t 43 pe t 

P 11 t ve pe t 4 p t 50 

Rad cal pe t n 21 pe t 25 

The patient an illustration of whose specimen I show >ou 
now (Fig 7) was a woman sixty fi\e jears of age and I oper 
ated on her September 27 I9‘^l Her chief complaint on ad 
mission was \oniitmg nausea and pain in the stomach Ex 
ccpt for a hysterectomy for fibroids twenty five years previously 
she had never been ill Xip until five or sue months before op 
eration she was not conscious of her stomach but about this 
tune she was lucked ui the abdomen by a pet dog which jumped 
into her lap This probably called her attention to her stomach 
for she now found that she developed pain when she ate that 
food nausated her and caused vomiting The vomiting had grad 
ually become worse and often she had vomited blood Latelv 
she had been unable to retain even fluids The vomitus was 
frequently like coffee grounds m appearance For a long time 
she had had some edema of the feet headache vertigo and 
nocturia She had no honorrhoids however and never passe J 
blood by the bowels She had had no cou h dyspnea or pal 
pitation of the heart She had been ery constipated and at 
the tune of admission her bowels had not mo ed for a period 
of two weeks She had lost 34 pounds in weight m the preceding 
six month Her red blood cell numbered 4 150 000 and her 
hemoglobm was 65 { er cent 

On admission she looked more ill than there seemed to be 
any reason for Her skin mouth and bps were dried out andm 
the ep ^astnum to the nght of the midhne there was an mdis- 
tinct mass not tenJer and apparently not movable For con 
tmual vomitmg her stomach was washed the contents of the 
washmg bemg dark blood and bile the presence of the bUe 
mdicatin that sh had not complete pyloric tenoss An 
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It ^\ould ha\e been \erj nearlj as troublesome to do a gastro- 
jejunostomj as to do a gastTtctoin> and accordingly I selected 
the latter operation The stump of the stomach nas implanted 
mto the side of the jejunum and though the patient nas m 
very poor condition at the end of the operabon the next day 
she was omewhat reliexed after gastnc lavage but the third 



day after operabon she died of asthenia I opened up the wound 
and found no cause in the abdominal caMt> for her death 
About one fourth of the stomach remained all the sutures had 
held firmly and I removed the specimen for preservabon I 
found norv a secondar> growth on the under surface of the nght 
lobe of the L\er far postenorlj so that even had she survived 
the radical operabon it is not likel> she would have been free 



64 


ASTtE\ p c ASnntTRST 


of recurrence for a \erj long tunc The operati\e speamen as 
jou see (Fig 8) shons an ulcer on the lesser cun’ature of the 
stomach nearly round with indurated and raised walls The 
pjlonc section is 3 cm from the aargm of the ulcer but 
the cardiac cction although it passed nearl\ to the esophagus 
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la not more than 2 cm ana> from the margin of the ulcer 'iou 
know it IS much mo e impo taut to get a large free margm on 
the cardi c s de of the caronoma than on the duodenal side 
because the cancer cells as has been p ed microscop cally 
mvanabl) tend to gr w toward the ca d the than tow rd 
the duodenum The specimai iEmo\ed p tra tern CFi P) 
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shows the stump of the stomach implanted mto the antimes 
entenc border of the first coilo! fte jejunum which was brought 
up through the transverse mesocolon accordmg to Polyas 
method Though we currently speak of this anastomosis as 
Polyas method because it was populanaed by Polja m 1911 
and brought prommently to the attention of surgeons m this 
country by Majo m 1914 yet I think it is mterestmg to recall 
that as early as 1898 hlikuhcz stated that he preferred to all 
others this method of terminating the operation of gastrectomy 

In conclusion I would have you bear in mind (1) that it is 
important not to do such an operation as gastrojejunostomy 
unless there is a clear mdication for it (Case I) (2) to make 
thorou h enough search to make sure that the true lesion is 
not overlooked (Cases II and HI) (3) to excise chronic gastnc 
(and duodenal) ulcers whenever accessible because some of 
them are carcmomatous (Cases IV and V) and (4) that if we 
are to hope to secure permanent cures in cases of frank gastnc 
carcmoma (Case ^ I) it is necessary to attempt radical operation 
m borderlme cases even if to do so bnngs us a high primary 
mortahty (Case VII) 


ot. 3— s 




CLINIC OF DR T TURNER THOMAS 
Northeastzbn anp Philadelphia General Hospitals 


OPERATION ON STRANGULATED INGUINAL HERNIA IN 
THE PRESENCE OF AN OVERLYING SUPPURATING 
BUBO AND SEVERE INFLAMMATION OF THE SUR 
ROUNDING SKIN AND SUBCUTANEOUS TISSUE WITH 
RECOVERY 

This man is se\enty jcars old a clerk He is slender but 
has al^^ays enjoyed good health and has good color and nu 
trition for his age ^Vben a boy he developed a small inguinal 
hernia on the nght side ivhich ne\er became larger than a hickor> 
nut About thirty &\e years ago he developed a left inguin-sl 
hernia and soon aftemard began to wear a truss lor both henua 
For a number of years there has been no viable evidence of a 
right hernia He ne\er wore the truss at nij,ht when the left 
hernia would come down occasionally but it could alwa>s be 
reduced easily until July 7 1922 About 10 30 p u on that day 
while at his bungalow in the country it began to cause pain 
and could not be reduced About 10 30 on the following mommg 
a phy siaan came in and after about forty fi\e minutes manipula 
tjon accorapbshed reduction He tightened the truss postenorly 
by pullmg the strap up mie hole at the buckle to retam the hernia 
more securely and advised the patient to wear the truss con 
tinuously Within a week there was chafin'^ of the skm at the 
site of the hernial pad and the patient on his return to his home 
m the aty feared to remove the truss Gradually an mflamed 
mass developed with one or more softened lymph nodes within 
It On August 3Ist last his physician Dr William H Annesley 
was called becau e the prcssurcpam prevented the weanng 
of the truss any longer The paUent was kept m bed to favor 
retenUon of the hernia without the truss On the night of 
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CLINIC OF DR T TURNER THOMAS 
NoRTnEASTZRjJ AND Philadeiphia Ceneral Hospitals 


OPERATION ON STRANGULATED INGUINAL HERNIA IN 
THE PRESENCE OF AN OVERLYING SUPPURATING 
BUBO AND SEVERE INFLAMMATION OF THE SUR 
ROUNDING SKIN AND SUBCUTANEOUS TISSUE WITH 
RECOVERY 

This man is seventy years old a clerk He is slender but 
has always enjoyed good health and has good color and nu 
triUon for his age ^\'hen a boy be developed a small inguinal 
hernia on the right side which never became larj^er than a hickory 
nut About thirty five years ago he developed a left mguml 
herma and soon afterward began to wear a truss for both hemi® 
For a number of years there has been no visible evidence of a 
tight hernia He never wore the truss at nioht when the left 
bertua would come down occasionally but it could always be 
reduced easily until July 7 1922 About 10 30 P si on that day 
while at his bungalow m the country it began to cause pain 
and could not be reduced About 10 30 on the following mommg 
a physician came m and after about forty five minutes mampula 
tion accomplished reduction He tightened the truss postenorly 
by pulling the strap up one hole at the buckle to retain the hernia 
more securely and advised the patient to wear the truss con 
tinuously Withm a weA. there was thafin of the skin at the 
site of the hernial pad and the patient on his return to his home 
in the aty feared to remove the truss Gradually an inflamed 
mass developed with one or wore softened lymph nodes within 
it On August 31st last his physician Dr UilhamH Annesley 
was called because the pressure pain prevented the weanng 
of the lru» any longer The patient was kept m bed to favor 
retenUon of the herma without the truss On the night of 
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September 1st much pain de\eloped in the region of the hernia 
and tended to diffuse itself throughout tie abdomen naiLca 
and \oniiting also setting m I saw the patient first about 
noon on September ■>d The pain was said to ha e moderated 
but there was sb ht distention tenderness and n-nditv of tic 
abdomen There was a i ell-des eloped diffuse suppuratm 
bubo just external to the exiemal intTiinaJ nn and bejond 
thi area a number of bod or puaple-lilc infected shin glands 
indicating a tendenej of the infection to spread about The 
seiere pain of the night before and the persi trn«' nausea sug 
gested strangulation of the hernia Palpation of the external 
nng bj ini’annation of the scrotum dn>dosed a hermal pro- 
trusion about the lacofahenseg which could not be reduced 
and 1 a painful on pressure in addition to the general pam 
in this region Operation was advi,ed not ithstaada the 
o^erl^mg suppuratiie infection because an unrelieved stranin! 
laljon was a greater n L than that of pentomtis from operation 
through such an infected ti sue 

Tie ambulance was summoned and the patient transported 
to the Northeastern Ifo pital and the operation at about 
p it After having the sLui with the patient under ether 
the region above the mfected rca was clean ed first with ether 
then swabbed with tuicturc of lodin and this washed off with 
alcohol A t jlc tow 1 v as then made to c ver the mlected 
skin and its upper niar>an clamped to the km about an inch 
abo e the hi best mfected puuple o boU and this ma gm of 
the towel directed about parallel w th Poupart ligament 
After d pmg the pat ent with ste ile sh ets and t wel m the 
us al manner an ncis n about 6 inches Jon was made in a 
line with the fibers of the ext m I obhq e ab ut 3 n hes bove 
Poupart s h ament (Se car n F 10) Tie wound was 
unmed telj f the protected from the surr undmg inf cted 
skin b> clampin'^ tctile t eh> to the wo d marwns abo 
and below After cuttm through the tem 1 bJ q e the 
lower m nn of flap was sqiarated f om th nderJjm mtemal 
obbque and tracted stron^l} downw d Thi r t action 
was made more ea > b> a fdm ertic I t n on of this in 
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cision downward m front of the rectus muscle The internal 
oblique and trans\ ersalis muscles and the peritoneum were 
divided just abo\e the hemtal mass and the mouth of the sac 
exposed from the inside It was at about the usual site of the 
internal nng and the deep epigastnc ^cssels were found immedi 
ately to its inner side These were dmded between li atures 
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feet 

The hernial sac was then cut open from the inside on a grooved 
director and found to contain a smgle loop of small mtestine 
which was withdrawn It was dark m color espeaallj at its 
free end w-hich was black Later « re ained a \ery good cir 
culation and color The sac was remo^ed the pentoneal open 
mg closed by a catgut suture and the hermal repair completed 
practically as n the Bassim operation Before closing the skin 
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September fst much pain dnefopeil in tie region of tie hernia 
and tended to dUTuse itself throughout the abdomen nausea 
and \omiting al o setting in I saw the patient first about 
noon on September 2d The pain tvas said to ha^e moderated 
but there i os sb ht distention tendeme«5 and n<nditi of the 
abdomen There nas a ireU-dei eJoped diffu e suppurstn^ 
bubo just external to the external inguinal rm and bejcmd 
thi area a number of boils or pimple like infected skin glands 
mdicalmg a tendency of the infection to pread about The 
sesere pain of the n^ht before and the persistin nausea su 
gested strangulation of the benua Palpation of the extemaJ 
nn b> in\amnation of the scrotum disclosed a hernial pro- 
tni ion about the size of a hen s egg w hi h could not be reduced 
and nas painful on ptessure m dditjoij to the genersl pans 
in this region Operation was ad Tsed notwithstandm the 
o\erlj7ng suppurative infect on because an unrelieved stranni 
lation was a greater n k than that of pentonili from operatic 
through such an infected ti su 

The ambulance was summoned and the patient transported 
to the Northeastern Ho pital and the operation bemm at about 
p ir After shavin the skin with the patient under ether 
the retnon above the infected rea wa cl n ed first with ether 
then swabbed with tuictu c of odin and thia washed ff with 
alcohol A st nle (oi el a then m de t v r the infected 
skin and t upper margin clamped t ti km about an inch 
above the hi best mfected pimple b U and this mar>Tn f 
the towel dir ctei about parallel with Poupaits li ament 
After d puio the p tient with stenfe sheets and f wel m the 
usual manner an n ison about 6 inches 1 n<, as m d in a 
line vnth the fib s of the e t m 1 obliqu about 3 inch s above 
Pouparts hgament (S ar in Fg 10) Th wound was 
iininediatel> fu th protected f m th surroundm infected 
Lin b> clampm stenl t wels to the wo nd m rtnns bo e 
and b low Aft cuttin through the c tem 1 blique the 
lower ID 'mifflpw spatdfmth underl>in„ int mal 
oblique and ret cted t on I> d wnw rd This retra bon 
was m de mo e y b> ddm e bcal -rt n ion of this in 



HIGH APPENDIX AND MODIFIED MCBURNEY INQSION 
FOR ITS REMOVAL 

A MAN fifty b\e jears oM has been a railroad clerk since 
his leg i\as amputated twenty fi^c >eats ago He is a large 
man slightly corpulent but in good health bemg a moderate 
smoker and previously a user of alcohol m moderation He 
was admitted to the Northeastern Hospital October 23 1922 
with se\ere pam m the right side of the abdomen Two weeks 
before he complained of acute abdominal pain which he at 
tobuted to indigestion and constipation and which disap 
peared m a day or two without medical attention About S 
A M on the day of admission he was again seized with a similar 
pain severe enough to double him up He ate a light break 
fast but vomited soon afterward this being followed by a weak 
spell and perspiration He wraUced mto the hospital at 7 30 
A M with difficulty and apparently m very severe pam He 
exhibited marked tenderness and ngidity on the right side of 
the abdomen 

Operation on the same day at 1 p u through a McBumey 
incision On attempting to locate the cecum a vertical portion 
of large intestine was found at about the usual site of the cecum 
and ascenduig colon and its bands traced downward without 
locatmg the cecum or appendix The perst tent efforts to locate 
the appendix b> the palpating fin ers were unsuc essful It 
vas then decided that the exposed portion of large bowel was 
the nght limb of a curved transverse colon but the McBumey 
mas on did not permit one to follow it far up to expose the 
cecum The McBumey was enlarged by extending upward 
from its inner end an masion through the anterior layer of the 
rectus sheath about 3 or 4 inches the rectus muscle was then 
pushed inward and the posterior layer of the rectus sheath 
and pentoneum was mased m a sraiilar manner Retraction 
of the Tnatgins of this wound pernutled exposure of the cecum 



<0 T TURNER THOilAS 

wound becau e of the badly infected surroundin skin surface 
and the consequent danger of peritonitis the unclosed sub- 
cutaneous portion of the wound was swabbed out first with 
tincture of lodin and then with alcohol Complete closure of 
the wound was done a stenie gaure dressing sealed with col 
lodjon applied and this coiered b> a thicker gaure dressm 
and adhesiie plaster strips to support the wound The pus 
and necrotic tissue of the bubo were then curetted and the cavi^ 
swabbed wnth tincture of lodin and alcohol and dressed 

On 9/11/22 it was noted that the temperature puke and 
respiration had remained normal smce the operation until the 
daj before when the temperature rose to lOOj F and the 
pulse 80 The dressings were on this day for the 

first tune since the operatioQ Puswas ciudingfrom thewound 
the margins of which showed none of the local signs of mfiam 
mation The skin sutures were remo ed and the wound gap«d 
slii^htly 

On 9/18/2’ there was sbght neerosi* of the wound margins 
and some ui the depth of the wound There is some reason to 
su pect that the tincture of lodm was at least partly respon^l# 
for this necrosu The patient was discha ged 9/25 to ha e 
his wound dressed at home It was completel} healed b> 10/26 
and he has had no further trouble since He n longer wears 
a truss on this side for the hernia 



OBSTRUCTION OF CYSTIC BILE PUCT BY ENLARGED 
LYMPH NODE 

This patient an Italian barber thirty three years old was 
admitted to the Northeastern Hospital on December 14 1922 
He cannot speak Enghsh well and the exact history of the pre- 
operatt^e de\elopment& ii> very difiBcuIt to obtain On ad 
he had severe abdominal pain particularly in the nght 
hypogastnum with very acute tenderness and marked ngidity 
and there was a marked sense of resistance suggesting a mass 
in the region of the gall bladder He says that about five weeks 
before admission for the first tune he began to have abdominal 
pain which has continued ever suice with some remissions 
but a tendency to increase in seventy He managed to keep 
at his work more or less until about two weeks ago He said 
the pain was always aggravated after eating a meal Occasion 
ally he had nausea and vomituig He drank alcohol heavily 
until about two years ago Now shows shght jaundice espeaally 
in the conjunctiva and is anxious for an operation on account 
o! the long continued severe pain 

Operation December 15th A nght rectus incision about 
6 inches long was made and on relractin its margins the gall 
bladder tensely filled projected from the lower margin of the 
hver 23 to 3 inches against the anterior abdommal wall It 
was surrounded by an adherent omentum around its whole 
border and underneath Its walls were thickened and had a 
pinkish inflamed color The severe pain the tension in the 
gall bladder and its color suggested the possibility of pus so 
that the abdomen was packed off with gauze pads and the con 
tents drawn off through x trocar and cannula This was a 
mucopus with no evidence of bile in it which mdicated a com 
plete obstruction of the cysUc duct the common cause of which 
IS a gaU Slone impaction Palpation showed much mflam 
matory thickcnmg of the whole gaU bladder which was very 
73 



7 


T TCWCER THOMAS 


nhjch ^\as at ibout the le\el of the hepatic flexure of the colon 
The appendu nas seen entirely retroperitoneal directed out 
^\ard and downward touarl the anterior superior 'pme of the 
ileum At Its tip the appendix was co\ered mth pentoneura 
on Its sides but did not ha\e a ine«enter} In the rest of its 
extent it nas coxered b> peritoneum onlj on its antenor sur 
face It n as hfted enough to get a hemostat under it damped 
and freed m the usual manner when it sias rcmo\ed and the 
stump inx aginated as usual 

The postenor inosion in the rectus sheath and penloneum 
was sutured h) chromic gut the rectus mu cle then bem al 
lowed to fall back into its normal situation o\cr thi repaired 
postenor sheath and the antenor ina ion in tl e rectus heath 
was sutured m a similar manner thus reduon the large ab- 
donuaal laasioa to the onginal ^IcBuT^(eJ which was then 
closed m the usual manner On October 29th it was noted that 
the course had been unexentful except for some t>Tnpaintes 
which disappeared laigel> with the first bowel mo\enient on 
the fourth daj He was di clarged at the end of three weels 
and has had no trouble since 



OBSTRUCTION OF CYSTIC BILE DUCT BY ENLARGED 
LYMPH NODE 

This patient an Italian barber thirty three years old i\as 
admitted to the Northeastern Hogntal on December 14 1922 
He cannot speak. English well and the exact history of the pre- 
operatne developments is very difficult to obtain On ad 
mission he had se\ere abdominal pain particularly m the nght 
hypogastnum with \ery acute tenderness and marked ngidity 
and there was a marked sense of resistance suggesting a mass 
in the region of the gall bladder He says that about fi\e weeks 
before admission for the first tune he began to have abdominal 
pain which has continued ever since with some remissions 
but a tendency to increase in seventy He managed to keep 
at his work more or less until about two weeks ago He said 
the pain was always aggravated after eating a meal Occasion 
ally he had nausea and vomiting He drank alcohol heavily 
until about tw o y ears ago Now shows sbgb t jaundice especially 
m the conjunctiva and is annous for an operation on account 
of the long continued severe pam 

Operation December I5th A ri^bt rectus inasion about 
6 mches long was made and on retracting its margins the gall 
bladder tensely filled projected from the lower margm of the 
hver 2 to 3 inches against the anterior abdominal wall It 
was surrounded by an adherent omentum around its whole 
border and underneath Its walls were thickened and had a 
pinkish inflamed color The severe pain the tension in the 
gall bladder and its color suggested the possibihty of pus so 
that the abdomen was packed off with gauze pads and the con 
tents drawn off through a trocar and carmula This was a 
mucopus with no evidence of bile in it which indicated a com 
plete obstruction of the cvstic duct the common cause of which 
is a gallstone impaction Palpation showed much mllam 
matory thickenui" of the whole gallbladder which was very 
73 
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^^hlch Mas at about the Ie\el of the hepaUc flexure of the colon 
The appendu Mas seen entirel} rctropentoncal directed ont 
Mard and doMTiward tOMarl the aotenor superior spine of tie 
ilcum At its tip the appendix was coiered inth pentoneum 
on its sides but did not ha\e a niesentera In the rest of 
extent it Mas coaered bj peritoneum onlj on its anterior sur 
face It Mas lifted enough to get a hemostat under it damped 
and freed in the usual manner when it was ^emo^ed and tie 
stump m\*aginated as usual 

The postenor incision u the rectus sheath and pentoneum 
Mas sutured bj chromic gut the rectus muscle then bein d 
lowed to fall back into its normal situation oxer this repaired 
postenor sheath and the anterior uia on in the rectus sheath 
was sutured m a similar manner thus reducing the lar^e ab- 
dominal ina on to the original McBunie) Mhich Mas then 
dosed in the usual manner On October 29^ it nas noted that 
the course had been uneaentful except for seme tjTnpanites 
which disappeared largelj with the first bo el moNement on 
the fourth da) He was di charged at the end of three weeks 
and has had no tro ible since 
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suddenlj and markedl} On -nhat was apparently the upper 
surface of the cjstic duct was an enlarged and indurated lymph 
node very closelj and \ery adherent to the dilated cjstic 
duct The constriction seems to ha^e been immediately under 
Death almost the whole of the gland The section of the duct 
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was underneath this gland as well as the ligated portion of the 
duct which was not removed (Fi U) That the gland pro* 
duced the obstrucUon is indicated by the fact that absolutely 
no visible sign of a stone or bile was found that the gland was 
Ijmg on and closelj adhered to the duct and that the con 
stnction was clearlj undcmeatli the gland This is the nearest 
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marked m the region of the foramen of W inslow and gastro- 
hepatic omentum This indurated irregufar thidenin in 
^oKed the cjstic hepatic and common ducts but palpation 
could not detect c^^dence of a gall stone anjTihere An effort 
was made to reach the neck of the gall bladder bj the fin er 
mside the gallbladder but without findui" a stone Becau-e 
of the purulent contents and because it had been ei^iected that 
an obstructing stone would be found and remo\ed it had been 
intended that cholecv-stostomv w ouJd be per/onned for drama e 
but the complete obstruction of the cj'Stic duct would pennit 
no drainage e.Tcept of the gall bladder which if left in must 
ha\e resulted m a more or le<s peimanent suppuratui sinus 
Only a cholecj-stectomj would meet the mdications but to 
enucleate the gall bladder and cj'stic duct from this indurated 
and extensne mflammatoiy mass looked like a dan erous pro- 
cedure especiall} when it came to locating and disidin the 
c>‘stic duct and arteiy As there etmed notbin<» else to do 
it was begun m the usual manner the thickened erous lajer 
being inased about an meb from the li\ cr attachment all aro nd 
A line of cleai-a e was oon obtained and the enucleation pro cd 
to be ^ery much easier than anticipated e\en to the isolabon 
of the cjstic duct which was 'etj large and irregulari; dilated 
back of the constricted portion Thi constneted porbon with 
the cj'Stic arterj was damped by an arter> forceps and dmded 
^\'hen the gallbladder was remo ed the most interestin 
phase of the case presented itself and it was for this that the 
case IS he e p esented There had been %erj little in the history 
to justifj the diagnosis of gallstones Thirty three >ears was 
an arlj age for thi ccmdition The patient had neier had 
anattacLofpaminthi on before and he was not fat Usually 

m such gaU bladd rs ne or mo e stones are found as well as 
considerable bil He th re was no gall stone and the fluid 
content bowed no imW e denceofbile hen the pecunen 
was examined twa sen that the j-stic duct bad been cut across 
justpromnaJ tothediJ tedporboD thatj at the site of the ob- 
struction It was of normal caliber at the site of s cti n and 
almo t immediately to the gallbladde side of thi it ddated 



A CONGENITAL INFANTILE INGUINAL HERNIA 

A HAN fort> t^o jears old on December / 19'’2 was ad 
DuUed to the ward of the Philadelphia Gaieral Hospital He 
was intoxicated was m delinum and had hallucinations but 
quieted down within fortj eight hours On 12/15/22 it is 
noted that he has been up and about the ward for two dajs 
He says that he feels good and declines to be discharged until 
he has had his hernia (left inguinal) operated on He was trans 
ferred to the surgical ward on that day This patient has a 
good physique but is a chronic alcoholic and a heavy agarette 
smoker His heart and lungs are negative He says he often 
gets nervous spells espcaally after dnnLing and his hands 
tremble 

In May 1918 while m the Army after some heavy lifting 
he first observed pam in hts left ingumal re ion Operation 
was recommended but declined He has worn a truss smee 
July 1918 but has continued to have considerable discomfort 
and at times much pain as the result of the hernia Abdommal 
cramps came on frequently and caused vomiting He had before 
admission on 12/6/22 his most severe atta k which lasted ten 
hours and was associated with nausea vomiting and abdonunal 
pam which he said was almost unbeatable This deaded him 
to come to the hospital for operation His hernia was indirect 
and complete 

Operation 12/18/22 The usual masion was made for a 
Bassmi operation and the cord e^josed When this w as examined 
a narrow sac was discovered and opened It was easily large 
enough to admit the index finger which could not be passed up 
ward inside the sac into the abdominal cavity but stopped abrupt 
ly about the internal nng The finder earned downw ard in this 
sac found itseU m conUct with the tesUcIe U e evidently had 
here a tunica vugmaUs extendmg with a wide lumen up to the 
internal nng or a vaginal process of pentoneum which had 
n 
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that I ha e e%er come to obtaining; demonstrable endence tiat 
an enhrgcd Ij-mph node can complctelj obstruct the oatic duct 
The patient left the hospital at the end of sue weeks uith a %er} 
free purulent discharge from the drainage openin On March 
1st the drainage \ as \ei> sbgbt and the prospects were for a 
complete disappearance of hi» sjTnptoms 



POSTERIOR DISLOCATIO N OF THE SHOULDER JOINT 
WITH OBSTETRIC PALSY 


This case i of special mterest in connection Tvith the recent 
\er> interesting paper of T Win ate Todd (Annals of Surgery 
July 1922) on a study of the sLeleton of 730 bodies in the dis 
secting room among which he found 3 skeletons with this shoulder 
condition 2 of them bilateral and I unilateral or < abnormal 
shoulder joints Important as the effort is to estabhsh the gen 
uineness of the specimens and bnef as the space here for its dis 
cussion I would question Todd s conclusions I would prefer to 
behev e that these specimens are examples of postnatal subacrom 
jal dislocations with a wearing awa> of the glenoid posteriorly 
bj the long continued pressure of the dislocated humeral bead 
Todd sa)S of one of the specimens that its bilateral nature 
precluded the possibility of its being considered other than 
congenital I have had one bilateral case of recurrent posterior 
dislocation resulting from epileptic convulsions and the di« 
placement was of about the same mild grade as m the common 
congenital vanctj The tilting of the acromion desenbed by 
Todd more than anjthmg else would in m> opinion exclude 
these specimens from the congerutal class Todd sajs that 
the acromion was more uUed than usual and had its dorsal 
edge on a much lower plane than its ventral margm Instead 
of an exaggeration of the norma! obhquity of th acromion it 
is reversed m the congenital variety and instead of the dorsal 
ed^c bemg on a much lower plane than the ventral the ventral 
IS usually on a much lower plane than the dorsal I beheve 
this IS due to abnormal pressure on the upper surface of the 
antero external portion of the acromion bv the bony maternal 
pelvis during delivery In this case although this depressed 
carUlagmous anterior porUim was elevated at operation the 
anterior margin of the acromion is still lower than the posterior 
or dorsal edge We have however in this case a confirmation 
ol the very important pomts emphasized by Todd that these 

19 
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closed onlj at the internal nng A hernia couM not ha\ e entered 
this peritoneal sac and as he had shoMTi a herma before opera 
tion a search w-as made for another sac This was discoiered 
behind the cord and was opened It had a moderatel) wide 
lumen extending about 3 inches downvard from the internal 
nag in stnppmg it up from the surrounding fat it eerned 
to extend m the form of a cord dom mto the scrotum \^ilh 
a Uttle difficulty a cur\ed Kelly arten forceps was mtroduced 
into this narrower portion of the sac Us w hole len th which was 
fot about 3 or 4 mches below the larger portion already des- 
cribed The wall of thm narrower portion eemed to be dc 
atnciall\ thickened but omewhat irregubr m cour«e and 
caliber and required coiLiderale di cction to free it after 
whichit was li<rated at themtema! nn ondremoxed theremkr 
Bassini operation bein complete The excess of the xanoal 
process of pentoneum was also remox ed The heahn was un 
eventful 

The mo t important feature of this case was that we were 
dealme here with what we have long kno m as an infantile 
cosgemtal rngumal hem a in which one must cut through three 
layers of pentoneum before reachin the hernial contents 
There are probably few surgical conditions more thoroughly 
studied anatomically than ingumal hernia probably in the days 
when there were not many surgical conditions to study Later 
generations of medical students have been compelled to study 
and leam manv of these oxerdcxelopcd anatomic studies be- 
cause of these early effo ts The writer had long thought that 
fh). special va ety of hernia mi ht be classed amon the sur'ocal 
cuno ties but this i the second case of the kind which he has 
seen 
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congenital duicxatjons are rare/j ife\er fuWj reduced bv tie 
operations done /or this purpose 

Todd sa^s this fc> because tie gfenoid caMtj is set furtier 
back than ui the nonnal and that wc are dealin here with an 
apparent not a real di^/ocation I ha\ e done a fair number 
of operations to accomplish reduction m these cases but I 
doubt whether I ha\e e\er been successful although I ha^e 
ne\er done an operation which was afterward re^^tted bj 
self the patient or relatives of the patient The improvement 
m motion is alwa^-s \ei> sati factorv In this case the di.Io- 
cation persists and is perhaps sli htlj greater tkin before the 
operation but the range of motion and power of the hmb are 
almost as good in the affected as m the normal limb 

I saw and examined thK patient first on ^larch 3 1916 He 
wasabov fourmonths old The head presented and he we ghed 
lOi pounds at birth The chief difficult was m delivenn 
the shoulder espeaall} the left the doctor finding it necessai> 
to hooh his fiae^er under the anlla and pull on this the left 
side He thou bt that be must have dislocated th ho Ider 
Paral^-sis of the left ann was not noticed until three daj-s alter 
birth when it was complete except for sh ht movement of the 
finders Examination now (March 3 1916) shows a posterior 
subluxation of the left shoulder jomt with a characteristic 
marked internal rotation of the whole limb and with marked 
limitation of passive abduction and e teroal rotation at the 
shoulde There i sb ht limitation f p ssive extension and 
flenon at the elbow and sb ht cubitus arus dcfonnitj an 
elbow condition commonly a soaated with these birth palsies 

The child voluntanJy ele tes the arm forward to a httle 
above a n^^t an^le v ith the bodj Du in th e amin tion 
of the shoulder mo emenfs a click was obtained and un 
mediately afterward the child be an to rv Th ra ther sa>s 
that the child often cned when pressure was made jn the left 
axDla which tends to show that most t aum occu ed about 
this joint 

OperaUon March I7 1916 Inasion around the m -nn of 
the acromion thr h the deltoid (Fi 12 ^o 1) Thetjpcally 
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slightlj shorter than the other and the dislocation is probably 
slightly more marked than before operation This is probably 
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bent down anterior portion of the acromion which is cartila 
inous was bfted up toward its normal level as far as possible 
and left in this condition The subscapuians tendon was di 
Mded completely at its insertion into the lesser tuberositj to 
allow as full external rolaUon as possible (Fi^ 12 No 2) This 
also permitted about full abduction To maintain the external 
rotation the external rotator tendons were divided at their 
insertions into the greater tuberosity (Fi^ 12 No 3) and the 
divided ends fixed as far fon ard as possible on the surface of 
the greater tuberositj bj two catmt sutures (Fi 12 Nos 4 
and 5) The cut deltoid margins were reunited bj a continuous 
catgut suture with some difficulty owing to the necessitj of 
Leeping the arm in abduction and etferoal roLitioo to prevent 
breaking the sutures holding the cut external rotator tendons 
forward on the greater tuberosity \ continuous cat»ut suture 
dosed the skin wound completely a stenle dressing was applied 
and a plaster cast maintaining the arm m as nearly full abduction 
and external rotation as possible (F; IJ B) rnmaT) heal 
ing occurred and the patient was taken home with the am in 
a Cast on Alarch 27 1916 The cast was removed Apnl 16th 
and the arm came down to about 140 de'wees The di idcd 
cast was then reapphed for support of the arm On March 
23d It came down to about 60 de rees when the child was in 
the upn ht position The mother said that he moved the ana 
up and doTn from the on"ina| cast position to thi limit of 
60 de'wees easily and freely while in the recumbent position 

April 30th the arm came down almost to the side of the 
trunk October 20 1916 the mother says she can see scarcely 
anj difference in the ctjvc and pass ve movements of the two 
arms 

September 11 1919 There is a very sh ht Iim tation of 
abduction and external rotation The affected arm seems to 
be just as strong as the other but he does not use it quite a> 
freely as the oth 

December 28 19^2 TTie mothe and the patient both s y 
that they see practically no diffe ence in the us of the two 
arms (Fi'' 13 C and D) allh gh the affected ana is stiU 



COMPOUND DOUBLE FRACTURE OF THE LEG WITH 
PRIMARY CLOSURE 

This case although its course has not >et been completed 
IS discussed here because its progress thus far has been suffiaently 
mteresting to justify it To appreciate the facts in this case it 
will he nece sar> to make hnel reference to a paper which ap 
peared in the Journal of the American "Medical Assoaation 
August 5 192^ In that paper the position was taken that 
most compound fractures were due to indirect violence and con 
sequently the compounding skm wound to protrusion of the 
sharp fragment end According to thi view there was no 
infection m the wound except in so far as the usual briefly 
protruding fragment gathered infection from contact with 
surrounding objects as clothes and earned it back into the 
wound It was assumed that m such cases thorough swabbing 
of the wound with tincture of lodm followed b> alcohol would 
destro) such infection 

Thirteen cases were reported m which the wound in each 
was closed without drainage and m the later cases completely 
covered by a plaster cast In some an extension cast was ap 
phed to adjust and fix the fragments and m others plates and 
screws and plaster cast were employed The 13 cases reported 
may be divided very crudely into two groups in the first 6 
the cast did not cover the v ound which could be and was ex 
posed early In the remaoung 7 the woimd was completely 
covered by the cast and in no case was the cast removed sooner 
than two weeks after its application in one case 9 weeks 
af tenv ard In 3 of the fir t group primary healing w as obtained 
and m 3 secondary healing in 2 of the second group primary 
healing and m 5 secondary healing One of the outstanding 
phases is that in the 3 of the fint group healing secondarily 
there w as v ery little evudence of infection but the slight quantity 
of pus burrowed deeply and slowly and small pieces of dead 
85 
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due to the humeral head nothing itself backward into a position 
where it is le s confined under the de/onoed acromion and 
more free to act I ha\e seen this occur in other cases after 
operation alna}s to the adi-aotage of the patient in mcrea«ed 
motion 
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7 /as first discovered that there were trvo nearly transverse 
lines of fracture isolating a fragment of the tibia 3 to 4 mches 
long displaced markedly inward with considerable deformity 
at each end The adjustment was difficult and prolonged and 
resulted finall> m the complete detachment of this isolated 
fragment Of course this complicated matters very much and 
raised the quesbon as to what to do with this fragment — leave 
It out or replace it If mfecbon set m it could not m all proba 
bdity regam attachment to the surroundm bssues without which 
It could not h\e In the latter ca^e the resultant bone defect 
would be difficult to fill in It was deaded to retain the frag 
ment and fit it m posibon which was accomplished after much 
difficulty and all three fragments fixed by a Lane plate having 
eight screw holes the two medial holes and screws being used 
for the nuddle fragment and three each for the other two frag 
ments The most difficult problem m the open treatment of 
fractures is m my opinion not that of mfecbon but of un 
movable fixabon of the fragments Movements of the fragment 
ends on each other is the most important factor with the usual 
asepbc technic in startux' trouble m the wound For this 
reason ordinary wood screws on ac ount of the length of the 
screw and the depth of the thread were employed and were 
made to pass through the whole thickness of bone and take 
firm hold of both lajers of compact bone (Fig 14) The wound 
was now swabbed out with dichloiamm T and closed without 
dramage with a continuous No 2 chromic gut suture Sterile 
gauze moistened with alcohol was apphed and bandaged and 
a plaster cast from the nuddle of the thi^h to and including the 
foot without any openuig in it 

On 8/9 it was noted there bad been no local or consbtubonal 
si<ms of infection since operabon 

On 8/21 there had been no complamt of pain and no other 
local or consbtubonal symptoms of mfecbon but because of 
concern about the fate of the detached fragment the wound 
was exposed through a cast qwnmg The gauze was saturated 
With a discharge that was more serous than purulent and both 
wound margms about over the detached fragment were under 
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bone nere discharged from time to tune In the econdary 
healing ca^es of the second group there was no burrowm of 
pus and no equcstruzn of dead bone discharged In presentm 
this case no space will be talcn up with an> attempt to explain 
what happened butmeirly to relate iL 

The most interesting of the 13 cases alreadj repwrted was 
one in which dischaige resembling pus occurred but with no 
local or constitutional signs of mfcction The small area of 
denuded bone presenting m the wound was expected later to 
undergo necrosis and sequestration but became completely 
coxercd b> health) granulation which healed o\er without an) 
esndence of sequestration This new case is now presented m 
its mcomplete sta^^e duedy becau e its pro'wess is m man) 
respects related to the one just referred to 

On August S 19'*2 a mntcen >ear-old mill hand sustained a 
compound fracture of the leg below the middle in an automobile 
acadeot I was present when he was brought into the receim 
ward of the ^ortbeastem Hospital and saw the leo as soon as 
It was exposed It was smeared oNer with blood and dirt and 
there was a tnnsxerse wound about ^ mch long bleedm freely 
It was flaH at the seat of fracture that is bucUed up easil) 
Posteriori) there was another small siin wound on about the 
same le\el as the first and was probably due to a protiudin 
fibular fra'TDent as the antenor wound was probablj doe to 
a tlbial fragment About an hour later ^eco^ery f om shock 
seemed tobesulBaenttojusUf) operation which was proceeded 
with without w aiUng for an x la) Later de% elopments show ed 
that on X ra) would b e been ad aatageous 

The leg was sha ed washed with tincture of green soap 
and sterile water and dned The hole 1 was then painted 
with tinctu e of lodm this washed off with alcohol and the 
field of operation draped b) stenie sheets and tow U in the 
usual maimer The mtenor of the wound was then swabbed 
out thoro hly by tinefu e of lodin on a gauze pad m the grasp 
of an arter) forceps and the lodin followed bj alcoh 1 A Jongi 
tudinal mosion about 8 inches long was made o er th t bia 
tlirough the compounding wound expiosmg the fia'nnents It 
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was a smell of dicUoramin T but not a foul odor Most of the 
necrotic tissue seen fise days before had largely shriveled and 
the wound gaped for the length of about 6 mches to the width 
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of about li inches in ifc, widest part This gaping portion 
lay about over the middle or isolated fra^meiit including about 
1} inches below it and about J inch above it The bone m this 
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going necrosis out to the line of sutures on each side where 
the necrosis stopped sharplj The plate was wsible at one 
point hut there was no evidence of infection in the surroundm 
slon or deeper tissues \etj httle laoi ture renamed m the 
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wound after remo al of the dies m that is the gauae had 
soaked it up p acbcallj entirely Sterile gauze moistened 
with dichloramm T was applied and co red with mo e gauze 
and a bandage 

On 8/26 wound acmin expo ed dres iHe, moist an 1 the e 
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These quotations from the postoperative notes will answer 
largely for all those taken Until a few weeks ago dressings were 
done about once a week the interval never bemg less than 
five days sometimes as Icaio nme days convenience being 
chiefly responsible for the difference In the longer period an 
odor would develop The dangers of infection have given little 
or no concern the vitahtj of the isolated fragment being the 
disturbmg question Outstanding features of the case have 
been the absence of the usual signs of infection and of real 
pus There has been no evidence of pus developing around 
or under the fragments or at the lines of fracture whi h are 
filled with granulation tissue It is now almost seven months 
smce the acadent and operation and there has yet to appear the 
shghtest evidence of loosening of pieces of dead bone In one of 
the early dressmgs a small piece of detached bone came out m 
the gauze but thi had clearly been detached in the acadent 
Granulation tissue has long filled in the visible drill holes of the 
upper and lower fragments and the lines of fracture espeaally 
the lower line of fracture where it is abundant It has ap 
peared at the upper of the two drill holes in the medial frag 
ment One of the most mieresUng obsenations is that granu 
lation tissue is slowly growing over the previously denuded por 
tions of the upper and lower fragments especially the lower 
and these granulations are becoming adherent to the bone sur 
face This is shown when one tnes to hft them from the bone 
with a probe There is really some quesbon as to whether these 
granulations are growing out of the bone or are growintf from 
the surrounding soft tissues and beconun adherent to the bone 
(Fig 17) 

Is the middle fragment living? I think it is but with poorer 
nutrition than the two mam fragments The poor nutnbon 
IS shown by the failure of the drill holes to become filled with 
granulations and failure of granulations to grow over this frag 
ment from the sides or to grow out of it as in the other two 
fragments That it is ahve is shown by the failure of pus to 
develop under and around it or at the lines of fracture which are 
filled by granulabon Ussue the difBcuItv of moving this fragment 
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area of all tliree (ragments B denuded of penosteum and 
has the vsual gn}ish appearsace suggesting that svpedaal 
Decrosis and sequestration •mil be likel> to occur later There 
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are no local or conatitut on I s ®n f mfe t on ex ept the al 
readj mentioned necrotic lis u and th di cha e The patient 
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CARBUNCLE OF BACK OF NECK. EXaSION OF CAR 
BUNCLE BY THE ELECTROCAUTERY KNIFE FOLLOWED 
BY CARREL DAKIN TREATMENT OF WOUND 
Nearly e\ er> j eat we lia\ e on our service at the Presb j terian 
Hospital several cases of carbuncle admitted to the wards Our 
proTuiutv to several homes for old people who refer to us their 
patients etplains the rather unusual number of these cases 
which we see espcciallj during the winter Recently we had 
4 ascs of carbuncle m the ward at the same tune In none of 
them was diabetes the underlying cause The present case is 
a fair example of the more severe tiiie He i sixtj eight >ears 
of age an inmate of the Old Alan s Home and is a sturdy old 
gentleman otherwi e m t'ood health Duration of the car 
buncle IS three V eeks When admitted (Januarj '’I 1923)hewas 
suffermg gre It pam was unable to sleep and showed a carbuncle 
situated on the nape of the neck with induration ettending 
laterallv from ear to ear and as high in the scalp as the inion 
The central area showed a number of small discrete sloughing 
opening The temperature was. but sli htlj elevated 99j to 
100^ F He had a leukocyto is of 18 000 

For some tune we have been ui the habit of exasmg the 
affected area mcludin all of the opemngs of the carbuncle and 
the underljmg uifected and mfiltrated connective and fatty 
ti ue with the electrocauterj knife Thia method was brought 
to our attention by Dr A C Scott of Temple Texas who has 
found It efficient m quite a large enes of cases of carbuncle 
Dr Scott is also enthuijastjc m the use of the same method for 
the radical excision of mal «mant di ease in which field we have 
not foUoi ed his retommendaPons In cases in which we have 
used It for the exci loti of carbuncles it has justified the claims 
which Scott makes for the method but for which he does not 
93 
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bj pressure on or gra puig it mth forceps and the absence of an> 
signs of sequestration after nearly se\ en months point in the same 
direction The best evidence howe\er is in the x ray which 
seems to show that thi middle fra<Tnent is ah\e and that 
callus IS unitin^, it to the other two fragments (Figs 15 16} 
Januarj 6 1923 Patient has been waiting on the cast 
about ten daj's With a good heht both lines of fracture were 
obsen ed closclj as he successivel> toot the wei ht and rdea^ 
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it as m waltm All fragments mo^ed up and down to ether 
without anj motion on each other at the fracture lines 

February 26 1923 Cast rcnio\ d toda\ Wound healed 
almost to the ma gms of the middl fra'mient the surface of 
which 1 stiU completely unco\ered bj granulation tissue \ery 
little wound discharge and none com n from the fracture lines 
or from the depths around the fra'nnents The x ri> tab n to- 
day shows clearlj a thicker Ine of c llus evtendmg alon,, the 
middle fragment from the upper to the lower one Manipula 
tion of the leg eras to sho\ firm uni n and the cast i not to 
be reapplied 
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exasion mcluded the underl>ing area of slough v,hich was dis 
sected out with the cauterj Inife en bloc to the deep fasaa The 
surrounding flaps were then eleiated by point dissection with the 
hot knife opening up outlying pus pockets w-htch sizzled and 
steamed as thej were e\acuated When al] the infected area had 
been penetrated and drained which was accomph hed without 
hemorrhage thewoundwaspackedwithstnps of gauze saturated 
in Dakin olution The pain was relieved almost immediately 
and the temperature promptlj dedmed to normal The Dakm 
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tubes were inserted on the second da> and sjstematic irngation 
of the wound be<mn Hei still in the hospital after two weeks 
The illustration shows the method of Dakinization (Fig 19) 
There i less tendenc> for the circular tubes to be displaced than 
where we use two or three strai ht tubes for the irrigation as 
IS the usual custom Mj bouse surgeon Dr Cooper made this 
particular one 

Another illustration shm s the appearance of another car 
buncle after operation in a case in the ward at the same time 
and operated on a few dajs before the first b> my assoaate 
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claim on inalit\ asiti a method of treatment irhjch h-s been 
occasional!} used for a number of >ears It has the adsaata e 
o% er knife exa ion in that it is not attended b} hemonlia e 
which otherwise maj be se^ere that it stenkzea the infected 
area which u traverses and teinporanl} eal up the blood \ essel 
and channel surroundm^ the area excised It permits of the 
exasion of large carbuncles jn deoilitated patients with a nun 
imum of shock \\e have observed that as Scott remarks the 
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pain IS almost unmediafeJ} contr lied after such cautei} e a on 
There is a ver} Iim ted sloughing of the large cauterized and 
sterilized wound surface v\h ch emains SuchsJo has adheres 
to the wound yields qu ckly to Dakimzation and if desired 
healmg can be hastened bj the ally appl atioO of skin grafts 
(Fig 18) In this ca e cautcrv esos on wa practised and a 
ptin a ea about inchcb in diameter was remo ed including 
practical!} all of the necrotic and ppur tin skm tissue This 


CARCINOMA OF THE TRANSVERSE COLON INTESTINAL 

OBSTRUCnON OPERATION IN SEVERAL STAGES BY 

THE HKUUCZ METHOD 

H B WHITE female aged sixty two jears Had been well 
until one jear ago when she began to have indigestion in 
the shape of \agTie pams and discomfort m the epi'^astnum at 
times sharp at other tunes dull and aching These attacks were 
irregular as to tune separated by dajs or weeks and bore no 
relationship to her meals She had gaseous eructations which 
ga\e her some rehef and a bummg sensation m. the upper ab 
domen butne\er\omited and the bowels were not constipated 
although at tunes she described the mo\enients as> explosive 
These also gave her rehef and she expelled considerable flatus 
Her weight and general nutrition were well maintained and she 
was otherwise in fair health These symptoms have persisted 
and increased in seventy One week before admission the pain 
became very severe starting in the region of the umbilicus and 
radiating to the nght lower abdomen She was nauseated and 
vomited a bilious material Dunn the three days precedmg 
admission the pains pro ressed m frequency were mtemuttent 
sharp and cramp hke and she desenbed the feeling to be as if 
the intcstmes were roIhn<^ into a knot in the right lower quad 
rant The bowels moved daily until the day of admission when 
enemas w ere giv en but only gas was expelled 

The history was quite charactensti of an obstruction of 
gradual development and probably of mahgnant origin When 
examined on the day of admission (December 7 1922) the pa 
tient was m good conditirai moderately distended and with 
some abdommal ngidity She was well nourished somewhat 
anemic but exhibited no cachexia During the exammation she 
had one of the cramp-like attacks and the peristaltic w av e could 
be seen to roll across the abdtanea from left to nght into the ihac 
region with a very marked distention of the affected coil of 
bowel Immediate operation vas decided upon The probable 
I- a— 7 97 
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Dr Damon B Pfeiffer (Fig 20) In this case the catbunde 
was excised with a knife Like U e first it was of three weeks 
duration and was located in the mid capuiar re'uon Dakuura 
tion was begun on thesccondday and the pro'wess of this patient 
has been lerj saii factorj The wound has reached the sta e 
where skin grafting could be practised with advanta e and 
would hasten compJele healing which occurs eien in the tin 
grafted ca cs with surprising rapid tj due to the contracUo of 
the healin wound 
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In none of the cases we h e treated m this m nner has 
glycosuria been present. In some the blood su a perc nta e 
has been taken andthehi hestfi«ni ereachedwas 120milh'wains 
per 100 c a of bl od Gas and xj en a used fo a gene al 
anesthetic. One old entleman on whom we perated bv this 
technic for a la e carbuncle of th neck was out of bed the ame 
ftemoonandc nt ntedljenjoymirhispp mtheptient smok 


in®’ room 
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By this method the acute s>'inptoms of obstruction viere con 
trolled although there ^\as little drainage from the intestme for 
the first forty eight hours At the end of that tune the pabent 
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was in good condiUon and nas seen with us b> Dr Charles 

Mater of Boston who suggested washmg out the distended and 

paralyzed cecum through the proTimal opening tthich tv as ac 
cordingly done after ^emo^a1 of Pauls tube with iimked.,and 
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djagnosb was a chronjc ob traction from mab^mant growth in 
the colon 

The abdomen was qwned throu h the n ht rectus muscle 
It contained a moderate amount of clear fluid The cecum wa 
grcatl> distended as was the ascending colon to a lesser deTee 
There was a narrow bond like stenosmg sarrhou growth m the 
trans^erse colon about 2 inches boond the hepatic flexure ^o 
enlarged glands could be ob cr\ed or palpated The case was 
fa\ orable for radical operation from the standpoint of mah<Tianc\ 
andfromthcabsenceofmetastasu. Itwas however complated 
bj an ob traction which was practical!} complete The bowel 
proxnnal to the ob traction was loaded with a hi hi} septic 
content The surgical problem w as first to rehev e the obstnicti n 
and '^condanl} to eradicate the affected loop of gut and adjacent 
mesenter} and to restore (he continuit} of ih intestinal canal 
The one stage operation i not appbcable in this tvpe of case 
It 1 ideal m name onh and n t to be con idered m cases of 
obstruction of the colon Jt i lo such i t}pe of case that the 
Mikulicz two-stage or a in this case man} sta e operation 
IS most striking in it appbcab bt} and results 

The first step consiste 1 in the mob Itzation of the affected 
portion of the colon including the h patic fl rare and the pr 
imal portion of the trans ersc colon The mesocolon was dnded 
near its on in the vessel vvere lamped and b ted and the 
limb of the mobilized loopv ere approximated bv suture of tie 
edges of the divided mesenter} Thi permitted the mobilized 
gut with the tumor in t cent r to be brou ht out throu h an 
obifq intramusciil r inci ion ne r the anten r s per or ihac 
spme It was anchored lo th p ntoneum and musculan bj 
two m ttre sutures p ssing throu h these tructure and the 
mesentei} m opposite d rcct ons The angles of the per tone 1 
inci ton we e stitched t the side of the loop T o Paul tbs 
were th n inserted into the protrudin mit on on each s de of 
the tumor through small late Ima n mtheb wel andbxed 
by purse-stnn sut res The p im rectus ma n h d been 
do ed m lajers before <^i«iing th bo el and ealed w th an 
etdu t'*eT:ollodion d m 
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tieats progress thereafter v.&% very satisfactory Imgabon of 
the cecum through the proiuual opening was rqieated on the 
foUGw-m^y day The protruding bowel showed no tendency to 
slough which som^tmes occursafter widemesentenchgation 
The second stage operation was performed on December 
15th eight days after the first (Fjg 21) The protruding loop 
of colon and mesentery including the growth was excised by the 
electrocautery close to the skin ed^e after pr el i mm ary imgation 
of the gut (Fig 22) Se\cral \essels required ligation There 
was marked tendency of the di tal end of the bowel to retract 
The edges of both openings were sutured to the skin (Fjg 23) 



Fig 23 — Fwat fbcnvl dbyt t dp mat e tract 

The preliminary wound through the rectus muscle was clean and 
healed by pnmary umon 

A third stage consisted in division of the spur separating the 
proximal and distal segments through the double barreled open 
m which now presented on the abdominal waU Preliminary 
digtial exanunatioa showed close approzunation of the afferent 
and efferent limbs of the gut for several inches On December 
29lh a Dupujtren s clamp Was apphed to this septum the pa 
tient being gii en a little gas and of^gen for tbig procedure The 
clamp was tightened on successive days cut its way through 
and was removed after five day^ 
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immediate benefit Dr Mister informs us that m some of these 
cases ftis father had been accustomed to perform a cecostom\ m 
addition to the usual Itclauc fastening his Mister tube in the 
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and bnn'ono it out through a sepa ate st b-nound In 
thi case the adimni tr lion of e>enn and tri chnm at this time 
hastenetl th e acu tion of the distcndeil intestines The pa 
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the large bo^^ el is highly septic under any condition This infec 
ti\ e mde-^ IS greatlj increased in the presence of ob traction while 
the resistance of the patient is much decreased The method prac 
ticallv insures against peritoneal contamination with its high per 
centage of mortahtj Dowd ha> rqiorted a senes of 19 cases of 
partial colectomj with 1 death and quotes other authors m whose 
senes the mortality tan es from 12 to 17 per cent These fibres 
are much lower than the a-verage mortahty for resection of the 
colon where other method are mcluded There 1 no reason 
why this procedure cannot be combined with the independent 
cecostom> to dram a distended and paralyzed cecum when the 
obstruction is located too far from the pronmal colon to permit 
of spontaneous drainage through a colostomy openmg In des 
peratc cases cecostoin> alone may be practised as Erdman 
prefers and the Mihuhcz procedure can then be earned out at 
a later date If the tumor and the neighbormg intestine along 
with the mobilized lymphatics and mesenterj are cut away at 
the time of the drst operation as i usually done both ends are 
bgated but the protimal end may be drained at once or opened 
after twenty four or forty eight hours Where obstruction is 
present immediate drainage by a Paul tube is advisable In our 
case we preferred to re ect the colon as a second stage procedure 
at the end of eight da>s In some cases the shght additional 
time and additional shock accompanying primary excision mioht 
be an unfortunate determining factor It may be said that thi 
operation aside! om the advantages as t^atds insurance against 
peritoneal infection is stnctJj m accordance with the prime 
prmciple m operative surgery \hich lunits each operative m 
tervention so as to keep it within the range of the patients 
resistance and in dange ous cases proceeds step by step to the 
goal 
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OnJanuarj 19 1933 the coJostomj openin was closed Tie 
bowel was mobilised bj cutting awaj thesm le openin Iromthe 
surrounding skin and bj separation of the colon from the ab- 
dominal wall worLmg mainly through an area of adhesions 
but thoroughlj mobDmng it until it fell awaj from the abdominal 
wall Themtestmalopeninf'wassutured trans^ersel} b) chromic 
catgut and o\erI}mg Imen stitches The abdominal wound was 
sutured and drained at its lower an le bj a a<mrette dram No 
leakage occurred The wound m the abdominal wall healed 
quickly and without infection The boweL mo%ed after three 
daj^ assisted bj a small gl3cerm enema to the patients de- 
hght She was discharged from the hospital completel) healed 
on Februar) 4th cightandahalfweeks after admission Report 
of hospital pathologut Dr Eunan is as follows 

Gross Specimen section of bowel IS on long \cry much 
thickened and indurated and the outer surface of which b jel 
lowiah green in color and co\eredb} a necrotic appeann exudate 
There is a hard constncUn»» grow th present in the center of the 
specimen which has a striated white appearance stiution ap- 
pearing to converge the concave surface of the bowel On 
section this tissue is light gra> m color surface presents smooth 
transparent appearance 

Micro Adenocaronoma Excess of connective tbsue 
Me have described this case m some detail because it ex 
emplifies practicall} all of the advanta es of the Alikuhcz technic. 
The operation is an old one having been described bj Alikuhcz 
m 190’’ Dr CharlesN Dowd ofNewlork has m recent} ears 
agam emphasized the value of tin- method and pomts out the 
reduction m mortal tj indiff rent senesof cases operated upon by 
himself and others mcludin Finkelstem Alajo and Tuttle It 
is suitable to the resections of the colon from thehepaticflexure to 
the terminal si'tiio d Above the oiloii the fluid nature of the 
intestmal content and its moderate infective power ender the 
one-sta e operation generally appropriate ex pt m cases of 
obstruction The mortality of the Mikul cz op ration is lower m 
colon resections whether done m the presence of obstruction or 
as an operati n at tune of election The te»tmal ntent of 



COMPOUND FRACTURE OF TIBIA. FRACTURE OF PATELLA 
AND CONDYLES OF FEMUR VTTH SECONDARY SUP 
PURATIVE ARTHRITIS AND DESTRUCnON OF KNEE 
JOINT AMPUTATION OF THIGH AND CLOSURE BY 
SECONDARY SUTURE 

This case is included to illustrate the advantages of the 
secondarj closure of amputation nounds through infected 
tissue It demonstrates our abtbty to sterilize wounds which 
if closed bj primary suture would result in long standin^ SUp 
puration and probablj osteom>eljU and necrosis m the stump 
This patient has been in the hospital for three months His 
injury w as sustained by having his n ht leg caught in the dnvTng 
wheel of a locomotive while at his work as an oiler IVhen ad 
nutted he was suSenng from shock and h morrhage too severe to 
permit of a pnmary amputation In addition to the injunes 
of the bones there was a very ertensive contusion of the soft 
parts and a hematoma of (he thi h The fractures became m 
fected the knee joint was disorgatuzed and there was very e\ 
tensive sloughing of the skm of the leg and the thigh At this 
tone he was under the care of mj colleague Dr Speese and re- 
fused amputation After three months of suffering ind pro- 
longed suppuration he finally consented to an amputation 
On December 12 1922 we amputated through the middle third 
of the thi h usmg oblique flaps to avoid the inclusion of acatn 
cial tissue It was observed that the subcutaneous tissue and 
the connective tissue generallj were infiltrated and edematous 
The muscles were also >cUow and edematous It seemed highly 
probablj that the lymphat c tissues were infected at the site 
of formation of the flaps and that if the wound were closed 
suppuration could be evpected A delayed closure was therefore 
deeded upon This rendered the usual apenosteal treatment 
of the bone unwise It wa accotdmglv sawed off flush with 
the po nt of d vasion of the penosteum The wound was packed 
with Ion strips of gauze saturated in Dakms solution and 
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became and remained normal Smears and cultures taken at 
frequent inteAols after the beginning of the sterilization showed 
Baallus pjocyaneus only on several occasions and at other 
times BacJIus proteus There xrere 75 bactena per field in the 
smears on December 18th 1 in 5 fields on December 23d and 
none at all after this date On December 29th seventeen days 
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after amputation had been practised the wound was dosed 
by secondary suture the result of which was completely sue 
cessful TaUent was out of bed ten davs later and in fourteen 
days the wound was solidly healed (Fig 26) 

It IS our opinion that the delayed closure of potentially in 
jected wounds admits of a wider range of application than is 
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proMsional 'sutures of silkvonngut were u ed to ecure them 
beneath the haps 2200 cc of salt solutjon were admnuafered 
subpectoraUj by tnfusicn during the operation which wa 
not attended bj shock Three dajs later the patient was gi%en 
nitrous oxid gas and orjgcn The sutures were removed and 
the packing was taken out It was serj foul and «aturated 
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With pus (Fi 24) *^100315 and cultu es were made from this 

and 12 Bakm tubes were applied to the f ce of the shunp and 
instructions gi\en 50 c c of Dakin sdution wer to be injected 
at each mgation thereafter (F » 25) Cultures showed 
Bacillus pjoC'aneus and a few streptococci Under Carrelmg 
the wound cleaned rpidlj The temperature on!} reached 
100 F one after the amputat on and shortlj thereafter 



TUMOR OF NECK CARCINOHA PRIMARY OR SECOND 
ARYC?) REMOVAL OF TUMOR WITH RESECTION OF 
THE THREE CAROTIDS AND THE INTERNAL JUGULAR 
VEIN 

The accompanjmg lUostration was piade from a specimen 
of tumor of the neck remo\ed b> us two years ago and vthich 
ive show m order to place on record a case \\hich presented some 
unusual pomts of interest both from a diagnostic and operative 
standpoint The patient was an old man se%entj three years 
of age who presented himself with a tumor of the left side of 
the neck It was of three or tour months duration It was 
approximately 3 inches in diameter hard insensitive shghtly 
mov able and apparently more or less intimately attached to the 
gieit vessels A careful examination of the patient included a 
laryngologic examination by Dr A H Cleveland and failed 
to show any primary malignant focus A diagnosi of lympho 
sarcoma seemed most probable although carotid tumor was also 
considered as a possible explanation It was decided to attempt 
Its removal The operation was a difficult one and we were 
forably reminded during its performance of some sucanct re 
marks by Dr J Chalmers DaCosta when detailing his own ex 
penence with a case of carotid tumor The technical problems 
were identical Not only was the growth so firmly adherent to 
and fused with the carotids as to render its separation impossible 
but to make matters worse the internal jugular vein ran through 
the growth and w as mfiUrated by it A resection of the common 
mtemal and external carotid artenes was necessary alon^ with 
the mtemal jugular vem The former structures are shown m 
the illustraUon lying on the postenor surface of the tumor 
while the vein runs thtoogh it (Fi« 27) The common caroUd 
was hgated hrst and cut aero s below the tumor and the latter 
with the vessels separated from the underlymg pneumogastnc 
nerve from below upward The portion of the sternocleido- 
mastoid muscle overlying the growth v as removed with it 
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generallj understood In acute traumatic surgerj and es 
peaaU) m the treatment of compoimd fractures of the Urge 
bones it i certainlj indicated in Tiian> cases ^Ve are not m 
sjmpathj with those method of treatment which peld bnUiant 
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results m some cases but arc accompanied bj a calculable per 
e of lamentable results Th same pnnaples of delajed 
closu e are equally app opnate in chronic cases where infection 
IS to be antiapated 



TUMOR OF NECK CARCINOMA; PRIMARY OR SECOND 

ARY{?) REMOVAL OF TUMOR WITH RESECHON OF 

THE THREE CAROTIDS AND THE INTERNAL JUGULAR 

VEIN 

The accompanying illustration was made from a specimen 
oi tumor of the neck removed b> us two years ago and which 
we show m order to place on record a case which presented some 
unusual pomts of interest both from a diagnostic and ope^atl^e 
standpoint The patient was an old man seventy three > eats 
of age who presented himself with a tumor of the left side of 
the neck. It was of three or four months duration It was 
approxunately 3 inches in diameter hard msensitive sbghtly 
mo\ able and apparent!} more or less intimately attached to the 
great vessels A careful examination of the patient included a 
laryngologic examination by Dr A H Cleveland and failed 
to show an} prunat} malignant focus A diagnosis of lympho 
sarcoma seemed most probable although carotid tumor was also 
considered as a possible explanation It was decided to attempt 
its removal The operation was a difficult one and we were 
forcihl} remmded during its performance of some succmct re 
marks by Dr J Chalmer DaCosta when detailing his own ex 
perience with a case of carotid tumor The technical problems 
were identical Not onI> was the growth so firm!} adherent to 
and fused with the carotids as to render its separation impossible 
but to make matters worse theintemaljugulaivein ran through 
the grow th and w as mfiltrated b} it A resecbon of the common 
mtemal and external carotid artenes was necessar} alon with 
the internal 3ugular vein The former structures are shown in 
the illustration l}mg on the posterior surface of the tumor 
while the vem runs through it (Fig 27) The common carotid 
was hgated first and cut across below the tumor and the latter 
wnlh the vessel separated from the underljmg pneumogastnc 
nerve from below upward The portion of the stemocleido 
mastoid muscle overling the growth was removed with it 
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The \essels ^vcre then bgafed abo^e the tumor and dindeA 
The subinaxilJar> sali\at> gland was aLo remo\ed through the 
same angular inctjon although apparentlv not iD%oI>ed He 
patient reco\ered from this operation mthout showing £i®ns of 
acute cerebral softening Some two months later I examined 
him and he complained of some shootin<» pains in the left side 
of his head and mvaniua He had bad a tensUIaf or pentonsll 
far infection and his phj'Sioan said a slou h of the tonsO for 
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which the «fiTnini jied blood suppK m ht partJ> account. He 
had an obstmate b (mdual cough aL>o c mplained of double 
viiion Eie exsjniaation 1% Dr Heichler Dieitis with 
atrophj of chor id and pigment deposits and e.Tudate mto it 
reous There wa at thi> tune a su p aous induration the size 
of a grape appearm*' at the upper angle of the wound He was 
gi en the benefit of adiaUon radium bein" used e-Ttemahy and 
by needling De«!p te thi treatm nt eoirrent malignant mfil 
traUonofthe openo carot d tnan le w qutee’tten ewhen 
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last seen five months after operation e learned that he died 
some months after this exammation but the evact date was not 
ascertamed 

The pathologic report b> Dr Eiman is as follow s Specimen 
consists of an irre«nilar lobulated tumor mass to which is attached 
a piece of voluntarj muscle a piece of common carotid artery 
and pieces of internal and external carotids Internal and ex 
temal carotids measure respectively 1 and 1 5 cm Common 
carotid measures 2 3 cm The tumor mass measures 5 5 x 4 7 x 
3 cm It shows no defimte capsule but is fairly sharply arcum 
scnbed The tumor infiltrates into the adhering musde It 
cuts with increased gntty resistance section surface slightly 
granuhr and mottled xn appearance from yellowish gray to 
yellow The grayish areas are fleshy m const tence The yel 
lowish areas are rnore firm and somewhat gntty The cut surface 
IS not unlike the scirrhous cancers of the breast 

Gland 5 x 2 3 x 2 cm (submaxillary salivary gland) Cap 
sule definite cuts without mcreased resistance cut surfaces lobu 
lated grayish yellow m color consistence firm No evidence of 
neoplastic grow tb 

Micro Squamous cell carcinoma 
The framework is composed of fairly dense connective Us 
sue which shows moderate mfiltraUon of small round cells and 
pla ma There is nothm<’ to shov that thi is metastatic car 
cmoma in the lymph node If prunary growth of squamous 
cell carcinoma anyv here m the buccal pharyngeal or laryngeal 
mucous membranes can be elunmated this tumor may be an 
enclavoma springing from the rest of epithelial cells lining the 
branchial clefts 

The epithelial cells occur m irregular nests and show many 
pearly bodies and occasionally a katyokmeUc figure No chrom 
ophil granules seen There is no capsule The epithelial cells 
mfiltrate into adjacent musde Salivary gland shows no note 
worthy lesions The cells of some acini show some muco d de 
generaUon 

The grow th is either a primary carcinoma of branchiOj^eneUc 
ongin or a metastatic growth the primary focus not being dis 
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co\ered after repeated exammations There are certain cases 
of metastatic carcinoma of the neck m which the primary cancer 
of the upper air passages escape detection This was emphasized 
in a discussion at a recent meeting of the Amencan Surgical 
Assoaation Unfortunatelv noautopsj wasobtamedinthiscase 
In view of the failure to detect a pnmar} cancer elsewhere and 
the well limited character of the growth we were led to attempt 
itsremo\'al Had itproxed to be a carotid tumor thechancesof 
greater prolongation of life than was obtained in this ca.e would 
ha^ e been good 
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OLD DISLOCATION OF THE HIP TREATED BY OPEN 
INCISION 

The first patient to be ^own jou represents a rather rare 
condition ettremelj difficult to treat The history is as follows 
J M aged tlurtyfive On June 5 1922 was injured by 
having a lo" roll o\er the thigh and side Dislocation of the 
hip diagnosed and reduction effected under ether anesthesia 
Remained in the hospital nineteen days and then left at bis 
own request Remained in bed for one month went back to 
the hospital and further attempt wras made to reduce the dis 
location No impro\ement Came under our observation De 
cember 12 19’2 six months after the injury Examination re- 
veals usual deformity over apostcnor dislocation of the head 
of the left femur and thi is confirmed by the * ray (Fig 28) 
which also shows a fracture of the lip of the acetabulum 
Just when an unreduced luxation of the hip maj be classified 
as old IS a mooted question Some authors classify the lesion 
as old when closed reduction is no longer possible but this classi 
fication 15 open to discussion since some surgeons among them 
Schoemaker of The Hague have reported successful reductions 
manj >ears after mception of the injury although Sir Astley 
Cooper considered that after eight weeks no attempt should 
be made to reduce a hip dislocation 

The difficulties which must be sunnounted by either open 
or closed reduction are ( 1 ) The shortening of the soft parts 
(muscles hgaments nerves and vessels) (2) the narrowmg 
of the capsule and (3) the filling of the acetabulum with shreds 
of the tom capsule and with newly formed connective tissue 
(4) the fixation of the head m its fal e position 

VM. 3—8 j 
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Pajr iDollinger and Buchanan are advocates of open re 
duction Thej thinX that closed reduction is potentials more 
dangerous because the femur ttiaj be fractured muscles tendons 
or vessels may be ruptured with resulting hemorrhage and be 
cause the attending shock is more severe following the rough 
handling which must be resorted to m the posterior method 

Open tcilucUon is cxlT«nel> difficult and is not entirely 
devovdof danger Inhct anyonewhothinksitbsimpleshouM 
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pause before und rtalin the procedu e times it is unpos 
sible to reduce the lu. ation even after maa on and resection of 
the head must be done in an attanpt to unprov e function 

M} evpenence i limited to 2 cases the operation m the 
first case perf rmed last jear c nsum d fo r hours and the 
trauma mflicted was so great that th patient died from hock 
It was a verv interesUn case the patient being adm tted after 
an automobile accident in very serous condition He had a 
fracture of the kuU the malar bon and the nght femur The 
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* rays alwajs made to detenmne the condition of the fractured 
femur never showed the dislocation and there ^\ere no chnical 
symptoms of it In January 1922 I plated the femur and it 
was not until we got him out of bed many weeks later that the 
extreme shortemng was detected and the true condition diag 
nosed Twenty v. eeks from the tune of mjury elapsed before the 



operation for the reduction of the dislocation was done I ap 
preached the joint through a Kocher masion and naturally 
we were much impeded in our leverage mampulations and ex 
tension by the recent plated fracture The acetabulum was filled 
flush with exudate and the atten^t to skid the head of the bone 
into It after it n as cleared consumed the tune 
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In the ordmarj ca eprdiiniiui> exten ion is of use in draw 
ing the head of the femur down to the le^el of the acetabulum 
and in stretchin" hgam^tous and mu cular tissues Much 
di cussion has tahen place as to the method of approach and 
usuall} the Kocher masion has been emplojed but in this pa 
tient shown to jou toda\ xou mil note that the incision was an 
oblique one be^innmg ab<ne the trochanter and estcndin 
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backward and upward I sunplj si shed aero s th glutei 
muscles and cau ht mj \cs d as the> we cut The exposure 
was ideal The acetabulum was filled up but was eas Ij scooped 
out althou hlnoticedlh tthep cc fthenmofth acet bulum 
was not remo ed In thi pati nt I x era e w s e s> beca se of 
the ab ence of fracture and we were able with but fittle difficulty 
to throw the head of th b ne into th ca nt> afte the latter 
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had been prepared The result is eminently successful as jou 
will see from the x ray (Fi«» 30) During the operation I was 
so unfortunate as to break one of my kni\ es and to be unable to 
find the blade after a bnef search You will notice that this 
appears in the picture The wound healed by first intention 
and the man is now walkmg around eight weeks afterward We 
simply placed him m a plaster cast after the open reduction 
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The next case presents a number of points of practical in 
teiest He -was first treated b> a -well known, and first class 
orthopedist but for various reasons did not do well I was 
obh<fed to take him on my service because of the desire to favor 
the doctor who referred him The prcluninarj historj of the 
patient is as follows 

B S aged seven Three years previously he developed the 
classical symptoms of tuberculous contis and remamed more or 
less untreated for a period of six months at which tune he was 
operated on for abscess A year later a second operation nas 
necessary Since this tune there has remained a smus on the 
outer surface of the right Uu^h and about 2 inches below the 
joint The child was sent to a seashore house at Atlantic Qtj 
but was not unproved on the contrary he was made n orse He 
was admitted to my service m the Medico-Chirurgical Hospital 
on July 20 I9'’l anemic tone and evidently suffering from a 
severe mixed infection with acute exacerbation in the hip jomt 
Yellow pus was discharging from the sinus and there nas fever 
otl03 F Muscular ngidity was pronounced 

The child was placed on a Bradford frame and Bucks ex 
tension applied To my surprise only the Staphylococcus albus 
was found in the pus The x ray revealed considerable destruc 
Uon of the head and neck of the femur of a tuberculous character 
(Fi 31) For a time we gave the child an autogenous vaccine 
together with old tubeicuhn inigating the sinus daily w ith a 
J per cent solution of mercurochtome On August 30th through 
an anterior incision I opened the hip joint and very gently 
curetted the remains of the head and neck of the femur The 
disease had extended to the acetabulum I debnded the smus 
and mserted four Dakm tubes throu h the antenor and lateral 
openmgs The child did well An x ray report one month later 
reads as follows The broken up and irre'uilar moth eaten ap 
pcaiance of the bone in the region of the neck and tuberosity of 
9 
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the nght femur has practically disappeared There now remains 
only a shell of bone confonning to the outline of the mtenor 
surface of the neck, of the femur The general appearance su 
gests a healthy reparative process The surroundin^ bone is 
assurmHj, u more healthful and normal density (Fi 22) In 
Jsovember although the child made \er% good pro ress we 
deaded to transfu e hnn and he was given 300 cc of citrated 
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blood repeated two week later The result was eyceedmgly 
sati factory m that the red cell increased fr m 3 000 000 to 
5 OSO 000 and the d ch gef can tlehip became very much less 
I had an x ray taken of bun ju t before he 1 ft the hosp tal m 
the latter part of December It howed that the nght hip- 
30 Uit m comparison with a previ us exammat on m de s eral 
months ago reveals most marked and definite ev dence of ahun 
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dant bone repair The ned. of the femur shows a dense sclerosis 
smooth in outhne and normal m contour The head of the femur 
IS beginnmg to take on a normal aspect as to form and relation 
It ts quite clearl> discernible The structures about the acet 
abular cavity are al o regeneratmg (Fig 33) 

kou wiU notice that he is able to get around quite well with 
a brace a hi h shoe and crutches He has 3 mches of shorten 
mg He attends school (Januar> IS 1923) 
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Transfusion nas resorted to m an endea\or to increase the 
bacteriadal and anUto-nc properbes of the blood I (eel that 
there is a large group of cases suffering from chrome and sub- 
acute mlections ivhich are matenally benefited by transfusion 
\Vhether or not the blood introduced stimuletes the hematopoietic 
structiirea or merelj throns into the circulation (unctiomng 
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corpuscles is not defimtdy understood Tbe Hood however 
probabi} contains antibodies nhjch affect the life of the organisms 
causing the infection or it may so stimulate the patients as to 
help them develop an active umnunitv There is no doubt 
m mj mind that transfusion has been a supporting factor m 
cases of this tj-pe I do not transfuse during the stage of acute 
mfecUon 
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It IS very necessarj in cases of this character to remove the 
necrotic material but the curettement should be very conserva 
tively done smce Todd has found the cancellous tissue one of 
the important factors m bone re eneration therefore any healthy 
cancellous bone should be retained 

Suppuration must be controlled as early as possible The 
V acane w e used as well as the tuberculm seemed to help some- 
what but free exit of pus fr<an the suppuratmg area ma mg 
for diamage wherever and •whenever necessary undoubtedly 
did the most m obtauimg the succe^ul result m this case 
Most experimenters are in accord that regenerating bone is 
very sensitive to mefilaent drainage It should be remembered 
that m case of tuberculosis of the bone there is no new bone 
or sclerosm process thrown out around the infection but that 
here we have a purely destructive osteodepressant process 
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ARSPHENAHIN JAUNDICE SIMULATING BILIARY DUCT 
OBSTRUCnON 


Jaundice as the surgeon sees it is almost always due to 
obstruction of the commim duct by stone or swelling of the 
pancreas Sometimes we encounter catarrhal jaundice so 
called and sometimes we see jaundice asso lated with spleno 
megaly and with hepatic cirrho is etc To thee must be 
added ar phenamui jaundice and it is only within the last 
few years that we ha\e become familiar with this comphcation of 
the treatment of syphilis The patient I am about to show you 
was seen in consultation with Dr Ro\iio and I must admit that I 
was suspiaous of a surgical obstruction of his duct The history 
IS as follows 

A \\ aged forty one For sexera! year has had neuritis 
m the left shoulder for which he underwent all kinds of treat 
ment at hospital and from pmate physiaans Ei ht months 
a 0 and apparently without a positive Wasseimann reaction 
he was given twelve intravenous mjections of salvarsan but 
Without rehef of his neuritis Later he went to a private phys 
lean who contmued this treatment and gave him some mtra 
mu cular mjections the nature of vvhich was unknown The 
neuritis was cured He then noted jaundice was appearing 
the skm and eye tunung yellow and at the same time ex 
penenced nausea a sense of fulness m the upper abdomen and 
heartburn reheved by the taking of soda The urine has 
been dark and the stools of a day color He had no itching 

of hi skin Physical examination on admi Sion revealed noth 

mg except an enlargement of the bver extendmg 1 mch below 
the costal margin and the generalized icterus He also had pro 
truding hemorrhoids A few days ago I removed these m the 
usual way under gas anesthesia 

There is nothmg el e to remark about this patient except 
that we found a positive VVassermann reaction There 
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are usually light green m color may be actually clay colored 
The latter is more apt to occur in the severe or fatal cases which 
simulate acute yellow atrophy 

The average duration of the jaundice is about four weeks 
but it may persist for several months The consensus of opinion 
of the more recent writers is that the patholofjy is probably that 
of a diffuse interlobular hepabtis The persistent presence of bile 
in the feces evcept m the fatal cases simulating acute yellow 
atrophy the dissoaabon of the biUary substances as excreted in 
the bile and the slow disappearance of the jaundice are against 
obstruction as a cause of the icterus Van der Burgh has been 
able to differentivte between jaundice from hver damage from 
that due to stasis and this test will certamly assist in cases in 
the future where the differentia! diagnosis may appear difficult 

Note — Four months after discharge from the hospital the 
jaundice had disappeared and the pati nt was entirely well 
Hi phjsiaan has been giving him theofd mured treatment 
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seems to be no suggestion in hi prcnous historj as to how and 
T\hj he should be luetic He has 6 children li^m and well and 
his mother and father attained an extreme age tie latter 
d)'ing at the age of eigh^ tno Three brothers and 3 sisters 
are h\’ing and nell The important point in this case is simply 
the addition of another cause for jaundice and the necessih for 
care in not mistaking it for a surgical les on The increasin 
use of sal ar an b> the general practitioner justifies the follow 
mg remarks 

Jaundice of luetic on«Tn ma> occur (1) Dunn the flond 
stage of the disease (syphilitic hepatitis) (2) From acute ne 
crobc hepatitis (3) In association with hepatic gumma or 
cirrhosis (4) After arspbenamin therapj Jaundice assooatad 
wath arsphenarmn treatment may be due to (1) The action of 
ar«phenanun upon the spirochetes infectin the lI^e^ or (2) 
it may be entirely due to arseucal pouonio of the hepatic 
parenchyma witharesultm fatty de enerabon 

The jaundice may occur dunn after or as late as ten or 
twehe weeks following treatment Late jaundice b not m 
frequent and a history of previous orsphenunm treatment m 
jaundiced patients is e. treroely important Ilarrbon states 
that jaundice occurs m 06 per cent of the cases of syphilis 
during or subsequent to treatment with arsenical preparation 
Todd has ob erved that the jaundice occurs more frequently 
m the wmter when thediet IS hi h in fat and protems Physical 
e amination shows hep tic enlargement in from 40 to SO per 
cent of the ca es but this tend to dec ease I ter in the di. a e 
Decrease in the size of th liver dunng the jaundice is a m-t 
common duct obstruction freon stone 

Tie disc se is usually afebnle but prodromal symptom a d 
a marked febrile reaction may be present. Occas onally as in 
jhig patient the temperature may n.e to 103 or 104 F and 
chills nausea and vomiti and epi astnepammav complicate 
the picture Pruritus may b distressm bdommal tendemes. 
located m the epigastrium or o er the enlarged liver is usually 
demonstrable Bile pumieDts m the feces may be diminished 
but this b not the rule althou h occas nallv the stcKiIs which 



ABNORMALITY OF KIDNEY PELVIS WITH 
PYONEPHROSIS 

The diagnosis and treament of hydronephrosis and pyo- 
nephrosis is sometimes compbcated by the presence of anomabesof 
the kidney formation Mostly these are in the form of the horse 
shoe kidney or double ureters An extremely interestmg and 
curious example is seen in the foUowmg case and one ivhicb we 
beUe\e is unique or ne rly so in the bterature of the subject 



The patient died recently and this is the specimen (Fig 34) 
The case history is as follows 

J K. aged twenty W as admitted to the 'Medico Chirurgical 
Hospital Auoust 21 1921 with a chief complamt of pain m the 
right lumbar region and hematuna Four years ago he began 
to ba\e attacks oi dull pam m hunbar region which radiated 
around the crest of the ibum o\er to tbe right ibac fossa These 
attacks were always rehe\ed by magnes um citrate and recurred 

1- 3 — 9 9 
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it was not connected with flie other side Two da>s a{tei opet 
ation following a teroporarj anuna the patient commenced to 
pass large quantities of urmous fluid from the wound and for a 
penod of seven da>s all of the unne was apparentl> voided 
through the right wound We were completely mystified 
hardly behevmg that it w as possible that an anomalous condition 
of the ureters was side tradung the unne At the end of this 
week he commenced to void and five dajs later the fistulous 
tract was completely closed 

This state of affairs recurred again and again the patient 



havmg a penod of apparent normality onij to be followed by 
suppression and fistulous discharge from the side Durmg an 
entire >ear he remained m practically the same condition but 
at the end of that tune became uremic and was admitted to the 
Umv ersity Hospital on Januray 4 1923 and died the same day 
At autops> the left kidney was lound to be about four times the 
normal size A large cystic mass between the kidney and the 
vertebral column proved to be the left pelvis which was full of 
pussy unne Dissection showed that tbs pelvi extended paste 
nor to the aorta and the vena cava to the n ht side where a fis 
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onh nften patient \rss constipated Last attad was fi^e daj 3 
before atlimssion when he had had no bowel ino> efflent for fortj 
eight hours The purgati\e ga\e the u ual relief pain ceasing 
upon his ewptjm his boneL Two da\’s later p Pent was 
suffering no pain but nobced large amounts of blood in hi unne 
He had no polj-una and no consbtutional sjTnptonis of an\ sort 
Pa bent ga%e no hiatorx of hav*tng undergone an' sort of strain 
or traumatism pnor to onset of hematura He stated that he 
had had during the recurrent attacks of lumbar pam no general 
abdominal tenderness or pain and ne'er vomited except once 
and this was cau ed bv some medicine he had taken Ne'er 
nobced blood in stooU 

Phj-^ical examination re\eafed nothing abnormal no enlarge- 
ment being felt O'er either Lidnej C>-stoscopc c amination 
showed blo^ spurting from the nght ureter left ureter nenb' e 
^o isd] ocamun elinunabon from either kidnej at se'enteen 
minutes A diagno is of esscnbal hematuna was made and the 
pabent discharged but he later returned with an ex cerbabon 
of the pain On Au<nist IS I9’I Dr Rax dm perfenned a ne 
phrostotn^ on the n ht kJdoe> The operaboa w as rapidly done 
under gas anesthe la and but few obsenabon were made 
The dram was inserted direc(l> throu h the kidne' mto the pel 
VTS For a while he did well and it is interesting to record that 
on September 23 19’I Dr MacKinnej f und a normal flon of 
indi o caimin from the left ureter but was unable to pa s a 
catheter up the n ht ide I haxe sa d th t he did w 11 but it 
was noted that there wa still me febrile eacbon After a few 
weeks It a dcaded that hev a ab orbing f om Ju* ihtkidre' 
and acco dm I' on Octobe 1921 I performed nephrect m' 
The notes of the operatJon a e as folio The Id scar uas 
exa ed and the kidnc' exp cd nd found t b fai h adhe ent 
The low er pole of the kidnex wa h ped like a tongue resembhn 
V ery closelj at first a hor«e shoe kidnc} The kidne> freed 
thejedcleh ated andthekidnej remo'ed The enal po ch 
was drained mth la erobbertube Uoundd edintheuual 
inannei 

Althou h the lower end of the kidnex was s ckel shaped >et 



SECONDARY SUTURE IN THE TREATMENT OF INFEC 
TIONS OF THE NECK 

Freqtjentl^ 'ne encounter tuberculous cervical adenitis 
which has broken down and become invohed by mixed infection 
If one dissects out the tuberculous mass and doses the w ound 
with simple drainage we frequently have a nasty infection de 
\eloped which rums the scar and causes prolonged convalescence 
In other cases there may beasunple suppurative ademtis and here 
agam we would like to obtain better cosmetic appearances than 
IS usual For this reason I have dehbciatel> planned a wide 
primary excision of infected glands either suppurative or tuber 
culous followed at a later time by complete suture of the wound 
In all we have had over 20 cases but this patient will serve as 
an example 

A B aged nine The child has had swollen glands of the 
neck for manj months Recently they have increased in size 
become fused and probabI> infected because >ou notice a red 
bulging mass and we have the further evidence of fever Under 
ether anesthesia I made a 3 inch mcision and carefully dissected 
a mass of mfected glands from the submaxiUary region extending 
downward and outward under the stemomastoid muscle Some 
of the glands had broken down so that at tunes there was free 
pus m the wound Wound was swabbed clean the edges hfted 
and it was carefully packed with iodoform gauze One w eek 
later after treatment in a way to be descnbed the edges of the 
wound were freshened and sutured together This sutured w ound 
healed perfectly and yon will notice that the scar is small nar 
row and soft and the parent of the child is w ell satisfied w ith the 
result 

In these cases we have been so bothered by secondary m 
fection unsi htlj scars and recurrence bj reason of madequate 
operation that it seemed worth while to change the plan Fur 
thermore even in some of the clean cases it has been necessary 
35 
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tulous opemUo communicated with the ma ion in the n ht join 
The tight ureter was found and its upper end was tigbtJ} do<ed 
The left ureter was patulous (Rg 35) 

Diagnosis — Left sided pyonephrosis with commvmcatis 
pelves 

It li hard to capJain this ca e and as I have said we hare 
been unable to find a similar ca e in the literature Embry olo* 
ically the Lidnev pclvi is the upper dilated portion of an out 
growth from the mesotiephnc (Wolffian) duct As a result of 
embij ©logic diacrepanacs mant renal or ureteral ahnormahties 
may occur In the horseshoe ladnej two renal pel es and ureters 
are usuallv present In 00 cases of duplication of the renal 
pehis and ureter collected by Merta 2/ per cent were bilateral 
\ t tunes the fusion may be so eitensn c tha t a sm le renal pehis 
may occur In the cases of double ureters and pehes it seems 
most hlely that theanala^cn of thelidneys base fused «eeoad 
anly t e after the tubular outgrowth from the mesosephne 
duct has tahen place This la ter forms the ureter and pelvu 

Inthi case It seems that a communication between the upper 

ddated portions of the prumbve renal pel es must have tales 
place when they were e.Ttendiii toward the ventral side of the 
vertebral column 

At autc^sy the left kidney sho ved no ev dence of ham the 
slightest connection with the n bt one Afany abaonnabtifS 
of the ureters hav e been described amon than double or triple 
ureters or pel es from a /u ed kidney or from a sin le lidney 
The renal pelvis may be subdivided into a numbe of tubular 
calyces or it may be cleaved into two eparate compartaenb 
ather alone or to ether with a doubling of the ureter The 
ureter may occasionally be ab’^t and it may at time:, empty 
into the seminal vesicle into the eyaculatoiy ducts or prostatic 
urethra 

There can be no doubt but that enal abnormalities predis 
pose to disease In this case infection of the one side s rely led 
to infection of the other It is to be re«wetted that allhoo h 
(^■stoscopy and ureteral catbetcnzatioa as practised no py 
elograins were made The condition was not diagnosed ante 
mortem becau e the paUent refused furthe cysto«copic study 
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Carrel method until a negative culture is obtained The presence 
o{ staphylococa is no contraindicatiott to closure by this method 
nor IS a microbic count as suggested by Carrel essential 

Usually m from fi\e to se\en days we are ready for the 
secondary operation 

The technic of the secondary closure is as follows The area 
surroundmg the n ound is cleansed with ether and then pamted 
with picnc aad (S per cent in 95 per cent alcohol) A cataract 
knife IS used to pare the skin edges This is especially necessary 
if more than six or eight days have elapsed foUov,ing the primary 
operation and the skm edges ha\e become thm and blui h 
The superfiaal succulent granulation tissue is then removed by 
dissection or curettement It is preferable to dissect ofi the 
granulation tissue for in curettement there is too great a danger 
of feeding the coca which may be present m the superfiaal layers 
into the deeper freshly exposed surfaces of the wound 

It IS o! importance to be sure diat the deep as well as the 
superfiaal surfaces are closely coapted Dead spaces mil fill 
Tilth blood oozuig from the freshly denuded surfaces and in 
fectioQ of the dot n ill probably lead to failure of the dosure I 
do not believe in the use of deep buned sutures of catgut to 
obtain subcutaneous coaptation I feel that it invites infection 
and have routinely used when necessary deep tension sutures 
of silkworm gut which are inserted as vertical mattress sutures 
and passed through rubber tubin'^ The mtervenmg skin edges 
are then brought together by Midiel dips No dramage is 
practised Rubber dam and tubing acting as foreign bodies 
seem to invite infection and sepsis is apt to appear along the line 
of the drainage tract even though it may be removed at an early 
date (Fig 36) 

If the wound appears to be red and somewhat swollen at an> 
subsequent dressing 1 make it a practice to avoid probmg It 
IS my routme to apply in these cases a warm wet compress of 
bone aad and glycerin Theinfecbon if present can usually be 
taken care of in this w ay and the suture line will not be demon 
strably affected It is a mistake to probe or open the wound for 
a mere elevation of the temperature e peaally when the smear 
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to tap the wound se\enil tunes during the healin^ m order to 
ei-acuate serum collections WTule as > et i\e ha% e not attempted 
the ti'o-stage operation in such cases I feel inclined to do so 
The procedure is as follows 

At the pnmarj c^ration after the mosion has been made 
and the dissection done the skin ed es around the smus should 
be carefullj trimmed in order to remoi e all devitalized 
because this onlj harbors skin coca which ma) spread into the 
deeper tissues and it is of no use at the secondar> operation 
wher^ the coaptation of health> km ed es is essential for a good 
cosmetic result As mentioned m the descnption of the a. e 
the nound is packed with iodoform gauze plain or soaked with 
liquid petrolatum Sometimes when there is much oozm we 
ha\e used pacLmg soaked With ^Tuteheadsi-anush. Eachdai 
the packing is removed the wound cleansed with bjdro en 
perotid dried and rootled except in those wounds which are 
slou hing to a coD-iderable degree m which case a Carrel tube 
1$ packed m and Dakin s solution instilled At each packm 
care should be taken to continue the elevation of the skin daps 
and packing under them m order to prevent their adhesions to 
the deeper ti 5 sue:i with resultmg mversion reaction and fixation 
of the edges of the wound Sometimes toward the end we ha c 
u>ed a solution of gentian violet In other cases we have used 
acetic aad and alcohol As a result of the treatment there de- 
velops a laj er of loose and extremely vasculargraauZation tissue 
Surroundin" this there is a stratum of connective tissue and an 
area infiltrated with round cells and leulocj tes The field i» 
therefore prepared not onlj bj new tissue formation but aho 
because of the added local resistance f om the leukocjtes and a 
certam amount of enenil immumtv which de elops against the 
usual skin coca 

After the w und is an>arcntlv clean it i» cultured to d ter 
TT'TTiP the presence or absence of streptococa If this is not d ne 
routinelj certam of the wounds afte the econdary operation wfll 
become red and swollen there wiU be a ma ked elevation of the 
temperature and the wound will break down kUhen the strepto- 
coccus Is p esent in the wound Daiun s solution 1 used bv the 



SECONDARY SUTURE IN INFECTIONS OF NECK 137 

for streptococa was negative for thu* does not indicate suppura 
tion In 2 cases which did necessitate drama e after the second 
ary suture I re^lO^ ed one or two sutures and mserted a small 
rubber tube surroundm^, the part with wet dressmgs 

In the normal case all sutures and clips are remo\ed on the 
fifth day This insures a wound free from the usual suture 
markings which characterize cervical wounds with late removal 
of the sutures Tension strips of adhesive plaster may be used 
to remforce the wound edges if this is desired 
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UNIVERStTY HosPlTAt 


RUPTURED LIVER (AUTOTRANSFUSION) 

This case as admitted to our Emergency Service as an acute 
abdomen The patient is a boj of thirteen years in severe 
shock His mother states that an automobile struck him knock 
mg him do-wn She does not know whether the car ran over his 
body or merely knocked him aside 

Condition on Admission — ^Patient is m extreme shock 
temperature 9d pulse 144 respirations 28 pale restless and 
semiconsaous Blood pressure is 80 systolic and no registry 
for diastohc Skin is dry and cool and mucous membranes 
are not markedly pallid He is very restless and constantly 
asks for n atet The abdomen is flat and there is a long contusion 
and abrasion across the left lov>er quadrant just above the iliac 
crest There is dulness to percussion over the left lower abdo- 
men and in. the left flank Palpation demonstrates a fine ctepi 
tant sensation Auscultation finds that peristalsis is decreased 
m frequency but increased m magnitude There is generalized 
tenderness over the entire abdomen Blood examination Red 
blood cells 3 100 000 white blood cells 12 000 hemoglobin 6"^ 
percent Urmalysi shows no blood 

Tentative Diagnosis — Internal hemonhage from ruptured 
viscus Operation was dead«l upon and a donor was sought 
for transfusion 
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white blood cells 18 000 Hb 62 per cent the third da> and 
red blood cells 3 610 000 white blood cells 9000 Hb 56 per 
cent the fifth daj red blood cdls 4 090 000 white blood cells 
14 600 Hb 62 per cent on the ei^th daj 

On the tenth daj after operation the final packing was re 
nio\ed and on the thirteenth day all bile drainage had ceased 
On the fifteenth day the patient began having severe pain in 
abdomen and became distended In a short tune there was a 
profuse discharge from the wound of a clear limpid fluid and the 
abdominal pam ceased This clear fluid dramage continued 
for one week Examination showed no organisms and no di 
gestive ferments in the dramage Three weeks after operation 
the wound had closed and the patient was discharged to report 
at follow up date 

Result —Patient was readroitted two weeks later for pain 
m nght ihac fossa This however cleared up after a few hours 
and the patient is now well 

In the title of this report the term autotransfusion is 
used The question anses as to whether we should not use rein 
fusion or retransfusion It is boweier of little moment 
except for the estabhshment of unity m the hterature 

Grant reported a case of autotransfusion where the patient 
a \erj plethonc mdmdual was bled and this citrated blood 
used twenty four hours later following an operation that caused 
great loss of blood 

Lee reports a few cases of his own and of other sur<»eon5 
of Ultra abdommal hemorrhage m which retransfusion was used 
"^^chweister repotts21 casesofectopicpre'mant:) withhemor 
rhage m which remfusion was performed 
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Operation — With the patient gro^^^g rapidh ^\orse gas 
anesthesia svas gisen and snntiltaneousl} ^ith the abdominal 
incision a \ein in his arm was cqiened readi for the blood from 
the donor vrho has not jet appeared The abdomen iras opened 
throu h a left rectus inosion as it was here that CMdence of 
trauma existed The pcntoneum which appeared blue was 
opened bj puncture and the blood that sartuallj squirted out 
was collected m a flask with sodium atrate This atrated 
blood 300 C.C was rqilaced in the patient s >eifl and as it was 
being gi\ en the pul e which hod become imperceptible at tie 
wnst slowlj returned and could be counted at 144 A donor 
was finallj obtained and 200 cc of his blood was aUo gnen 
after the operation was completed 

The abdominal wound was enlar ed anj the clotted blood 
remaining w as mopped out Examujation of the spleen and the 
upper surface of the liver found no rupture Tic under surface 
of the bver showed a bceratioo I inches dee] and abo t 3 
inches long just to the left of the spjgehan lobe wbch was 
WeediOo pro/uselj Gauze pacLuio was tamped into tie laoers 
tioQ the part coming out throUeb the abdomen bein sunounded 
bj nibber-dom The patient left the table in good condition 
and with a pul e of 120 Tie retracsfusion and transfu ion 
cau ed no untoward reaction 

The wound drained bde freelj with but little or no fresh 
blood On the third daj the patient became verj restle s 
vomited persistentlj and the pul e mounted to 168 Lnnal 
j'sis bowed acetone and diaceUc aad Intrav nous injection 
of 400 c c of 2 J per cent soda bicarbonate and 5 per cent luco e 
was given The vomitin^ stopped immediately the re ties ne s 
ceased and the pulse bCeOn to drop For the first few daj the 
patient was erj lelha jc drowsj and showed verj uttle 
interest m any thmo- Hi bowelmovementswere losomewhat 
redaced m color but had bile-pigmeat in them At no tune 
was th re an> bilirubin or urobUm preeent m the unne 

Blood e aminauons for the week folfowiag were as follows 
Red blood cells 3 810000 white bl od cells 20 00 Hb 65 
per cent the daj followin'' operation red blood cells 4 I 0 000 
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white blood cells 18 000 Hb 62 per cent the third day and 
red blood cells 3 610 000 white blood cells 9000 Hb 56 per 
cent the fifth dav red blood cells 4 090 000 white blood cells 
14 600 Hb 62 per cent on the eighth day 

On the tenth day after operabon the final packing was re 
nio\ed and on the thirteenth day all bile drainage had ceased 
On the fifteenth day the patient be^an having severe pain in 
abdomen and became distended In a short time there was a 
profuse discharge from the wound of a clear limpid fluid and the 
abdominal pam ceased This clear fluid drainage continued 
for one week Examination showed no organisms and no di 
gestive ferments m the drainage Three weeks after operation 
the wound had closed and the patient was discharged to report 
at follow up date 

Result — Patient was readmitted two weeks later for pain 
in right ihac fossa This however cleared up after a few hours 
and the patient is now well 

In the title of this report the term autotransfusion is 
u ed Thequestionansesastowhetherweshouldnotuse rein 
fusion or retransfusion It u however of little moment 
except for the estabhshment of unity m the literature 

Grant reported a case of autotransfusion where the patient 
a very plethoric individual was bled and this citrated blood 
used twenty four hours later following, an operation that caused 
great loss of blood 

Lee reports a few cases of tus own and of other surgeons 
of intra abdominal hemorrha e m which retransfusion was used 
Schweister reports 21 cases of ectopic pregnancy withhemor 
rhage ui which reinfusion was performed 
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DOUBLE KIDNEY WITH SUSPECTED CALCULI IN BOTH 
PELVES 

The patient we are to operate upoa this moixnn'' came to 
us four weeks ago with the diagnosis of chronic appendiatis 
The findings that were made during our routine examination 
ol so-called chronic appendiatis cases are of suffiaent interest 
and importance to report in some detail 

Case No 527 N S SB aged thirty eight > ears C C 
Pam m the right lower abdomen He gives the hi tory that 
for the past twelve >ears he has had recurrent attacks of severe 
pam m the ti ht side of the abdomen starting as a generalized 
ache and later locaUzm" low down m the ii ht lower abdomen 
He has had six to eight attadis in all The attacks usually last 
from three to four days and often require moiphin The pain 
does not radiate and is not assoaated with fever nausea or 
\omitm In at least two attacks the pam has been so severe 
that It caused him to wnthe and break, into a profuse cold sweat 
There never has been an> assoaated urinary symptoms or any 
digestive disturbances 

Physical ezaminatioo shows nothmg bearing upon his con 
dition until we reach the nght lower quadrant of his abdomen 
Here directly o er McBurneys pomt definite and decided 
tenderness is found on deep palpation 

Utmalysis — Amber 1025 and faint trace of albumin no 
sugar no casts no erythrocytes an occasional leukocyte and 
a few crystals 

The blood showed 7400 white blood cells Blood pressure is 
130/80 

Tentative Diagnos s —Interval appendiatis fchromc) 

Further examination by the array shows three suspiaous 
shadows in the region of the nght renal pehis and another low 
down near the lower end of the ureter (Fig 37) 

Cystoscopic examination showed two ureteral orifices on the 

43 



F" 37 —{Case 527 N S ) ^hadv« f pectetj nary cal U tb 
pel-ijfhkjdj 4 hi r«ral i£ce 

n ht, both fuiictionin„ Cath ters «ere passed up both the^e 
ureters and dear utme uasmthdrami 

As the patient had had all the exposure to the ra% that was 
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deemed advisable he was allowed to go home to return after 
three weeks 

On readimssion a pyelogram (Fig 38) was done and it 



F g 38 — (Ca 527 NS) PyJg mwtit pq cath t sert d t 
beth pel r d bl k d y 


was found that the upper three shadows were obhterated by the 
sodium bromid injected into the two pehes through the double 
ureters The lower shadow was found to be situated at a djs- 
ou 3- 
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tftnce from both ureteral Imes The roentgenolo'nst was not 
satisfied that the shadows were m the pehes of the kidney 
and asked to tekc another\aew without the injection This was 
done and the on^inal three shadox s xrere present This seemed 
sulEaent cxndence that the shadows were very probably 
to quote the roentgenoli^t cast by renal calculi althou h as 
he stated he could not definitely place the upper shadow within 
the kidney shadow 

Antiapatm®’ thepo sibihty of bcin" compelled to remoxe the 
kidney in question the renal function was next taken with intra 
muscular injection of phenolsiilphonephthalem The left kidney 
secretion appeared m four mmutes with a total of 25 per cent 
m half an hour and the nght kidney showed 23 per cent total 
m half an hour further evidence that the kidnevs were function 
equally well 

PreoperatiTe Dugnosis —(1) Calculi in a double n ht kid 
ncy (2) Possible chronic appendjalu> 

\\tth these findm'^ we think we are justified in erpIonB 
the nght kidney 

The patient u placed 10 the left lateral po itios with a sand 
bag beneath the left loin He does not take the gas-ozy en 
anesthesia well mfact the anesthetist cannot •'et him suffiaently 
anesthetized We therefore chan e to ether As I have told 
you before we frequently have this trouble with these bi 
heavy thick necked flond young adults 

W e now make a long obhque ina^on as I find we will need 
room because as you see the space between the last nb and 
the ihac crest is v ery small As the inasion is deepened we cut 
m turn the latissunus dorsi serralus post cus external obhq e 
internal obhque and transversaha muscles. The trans ers hs 
IS spht ca e bem«' taken not to wound the pentoneum The 
perirenal fat is cut and tom tbrou h and it is with difficulty 
that the lowe pole of a eiy hi h placed kidney is reached 
The space betw en the tw elftb nb and the iliac crest too small 
for the hand ^Ve therefore free the last nb of ts muscular 
attachments being careful to a o d possible injury to the pleura 
with the bone-cutting fo cep we emo e about 3 mches of the 
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nb I find it somewhat awkward working behind the patient 
now so I change places with my assistant From this position 
it IS much easier to insert the entire hand mto the wound 

As the organ is gradually freed from its bed a nodule is felt 
on the anterior aspect of the hilum This feels about the sue 
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and shape of one of the shadows I cannot as yet determine 
if It be withm the kidney or not on freeing the postenor surface 
of the kidney and palpating the pelvis I can feel no calcuh By 
gentle coarmg we now have the organ m view and can note 
a moderately large kidney with the evidence of fetal lobulaUons 
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tance from both ureteral lines The roentgenologist was not 
satisfied that the shadows were in the pel\es of the kidney 
and asked to take anotherwew without the injection Thus was 
done and the original three shadows Were present This seemed 

sufficient e\idence that the shadows were ver> probablj 
to quote the roentgenologist cast b} renal calcuh althou h as 
he stated he could not definitely place the upper shadow within 
the kidney shadow 

Antiapatin® the pos ibihty of bein compelled to remove the 
kidney m question the renal funePon was next taken with intra 
muscular injection of pbenolsulphon^hthaleia The lek kidney 
secrebon appeared in four minutes with a total of 25 per cent- 
in half an hour and the n ht kidney showed 23 per cent total 
m half an hour further evidence that the ktdnevs were funchon 
la^ equally well 

Preoperabve Diagnosis —(1) Caicub in a double n bt kid 
ney (2) Possible chroni appendiati» 

With these findings we rhml. we are ju tified in e-^lonn 
the n bt kidney 

The pabeot is placed in the left lateral position with a sand 
bag beneath the left lom He does not take the gas-oxy en 
anesthes awell infact theanesthetistcannotgethimsuffiaently 
anesthetized We the efore chanoC to ether As I have told 
you before we frequently have this trouble with these b 
hea •) thick necked fJond youn" adult 

e cow make a long obbque inasioa as I find n e will need 
room because as you see the space between the last nb and 
the ihac crest is v ery small As the incision is deepened w e cut 
in turn the labssunus doisi serratus posbeu external oblique 
internal oblique and t ansvcisahs ma des. The t ansversah 
IS spht ca e being taken not to wound the pentoneum The 
perirenal fat is cut and tom throu h and it is with difficulty 
that the lowe pole of a eiy hi h placed kidney is reached 
The space between the twelfth lab and the iftac crest i too small 
for the band We therefore free the last nb of its muscular 
attachments being careful to a o d possible mjury to the pleura 
with the bon cutting' forceps w rem e bout 3 inches of the 
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In order to control the hemorthage we now pass the left 
index and middle fingers under the bdney and behmd the 
vessel while the nng and little fingers pass m front of the \es 
sels and he against the ele\enthnb(Fi 40) \\ e select Brodel 5 

line and make a small inasion thus testing out my finger hemo 
stasis \vhich is found satisfactory The kidney is non opened 
almost to both poles and because o! the finger compression 
against the eleventh nb there is practically no hemorrhage 
Exploration of the opened pelves with the finger finds no stones 
and a catheter passes down both ureters without obstruction 
We now sew the kidney with a round pointed curved needle 
threaded with catgut We use interrupted sutures which com 
pletely control the bleeding The kidney is now replaced and a 
split tube drain placed along its posterior border 

We still have to find the pa^ology m tbs case and as the 
patient was tender over the appendix we now turn the patient 
slightly backi ard and expose a badlv diseased appendix by open 
mg thepentoneum at the lower angle of the wound This is surely 
the cause of this patient s trouble As you see it is bound ba^ 
upon Itself as well as to the cecum with adhesions and shows a 
distmct and definite stricture I remove the appendix m the 
usual manner and close the pentoneum To guard against any 
possible leakage from the kidney reaching the peritoneal suture 
bne a Mikuhcz dram is placed just above the pentoneal suture 
between it and the kidney above 

The patient is not taking bs ether well He is cyanotic 
and full of mucus The anesthetist reports his pulse as 160 
and weaker His skin is leaky despite his having had 1/50 gr 
of atropm 

Comment —As we look back on this case i e naturally ask 
where our diagnostic reasoning was at fault The history was 
that of renal colic the * ray seemed to show three shadows 
in the pelves although the roentgenologist was not at all sure 
whether the shadows were caused bycalcuU or calafied lymph 
nodes The three points against a caJculus diagnosis were the 
absolutely dean unne the amstant tender spot at McBurneys 

point and lastly theproof ihattheshadowdownmthepaticnts 
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Still visible It IS sUU impossible to bring the ljdne\ out of its 
Tsound far enough to vien the pelves because there is not room 
lot the band andLidne^ both to come through the space betv<een 
the fourth nb and the iliac crest I\e therefore maie two 
slm s with two strips of packing and easily dehver and hold 
the Lidne} m po ilion (Fi<» 39) J»ow bj gentle dissection 
we push bach the fat from the posterior surface of the hHum 
This allows mj finger to palpate well up on the postenor sur 



Fg 40— M bod fbm t (h m case 


face of the pelves which as jou now see are two in number 
I find nothing sugoesti e of stone The nodule felt before the 
deliverj of the kidne> I find is m the perirenal fat and is prob 
ablj a calcified Jjmph node althou h I cannot visualize it. 

ISot finding tbesu pected stones in the pel es we next search 
the kidney by p e on it in v nous directi ns with a sm 11 
ro nd pointed needle Still unsuccessful and m view of the ery 
good X r 3 > evidence it seems justifiable to pen the kidney 
to see if possibly the stone nu bt be hidden therem 
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The patient for operation consulted her physiaan some 
two weeks ago for persistent headaches assoaated \vith back 
a ch e and pain, m her n^^t ihac fossa She stated that she was 
operated upon three years before for pelvic trouble and chrome 
appendicitis these supposedly causing her symptoms At tbs 
time she had an ovanan cyst and the appendix removed 

Past lUness — About four weeks ago the seventy of her back 
ache and headache coupled with pain o\er her gallbladder 
region led her to seek the advice of another physiaan who diag 
nosed her condition as one of gall bladder disease She has had 
no digestive symptoms Her feet and legs swell at times 

Condition on Admission —Patient is a pale undemounshed 
female with rather a flat chest and prominent abdomen She 
1 slightly puff> under her eyes Examination of the heart finds 
a mitral murmur The abdomen is soft flacad and there is some 
diastasis of the recti In the upper n ht quadrant there is a 
large mass coirapondmg to the gall bladder site It is smooth 
firm dull on percussion rather freely movable m an upward 
direction and can be felt in the right loin It is not cormected 
w ith the bver as shown by the fact that it is httle influenced by 
respiration and the examining hand can be passed above the 
tumor betw een it and the hver It gives the impression of bemg 
about the size of a large orange Both legs ^ire shghtlj edematous 
On admission temperature was 9^ 4 F pulse lOO respira 
tions 20 blood pressure I70/9S 

Unnalysis shows specific gravity 1007 trace of albumin 
many hyahne and granular casts 

Tentative Diagnosis —( 1 ) Nephrosis (2) Hydrops of gall 
bladder with an associated nephntis 

Cystoscopic Examination —Bladder normal indigocannin ap 
peared from left ureter m five and one half minutes but did 
not show from the right ureter for forty five mmutes A second 



pel«s near the bladder was outside the ureter probably being a 
calcified lymph node 

The patient reacted well and hts pulse dropped to 110 in 
three hours The second day he de% eloped a bronchopneumonia 
and because of his extremdy poor condition on the suth day 
at the family s express request he was transfused Both the 
patient and the donor a brother were Group H They were 
al 0 cross agglutinated and were agam found compabble 
He had a mild anaphylactic reaction from which he recovered 
Three hours later he had a generalized convulsion became 
unconsaous developed heimplem and died 

Double kidney is not a rare condition Braasch and Schall 
report 144 patients with duplication of the renal pelvis and 
ureter observed at the >fayo Chmc Of this number only 
3G had complete unilateral duphcatioo They state that dupli 
cation IS the most common anomaly ui the unnaiy tract and is 
oi course only of importance when pathologic or surgical con 
ditiofls become assoaated as they’ are prone to do 
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IS an aberrant artery irom the aorta tiiat crosses in iront of the 
ureter about 2 inches heloi\ the kidney stalk (Fig 41) Above 
this artery the ureter and kidne> pelvis are enormously dilated 
in fact we may sa> they gradually expand into the enlarged 
kidney Below where the arteiy crosses it the ureter is normal 
m size and appearance 

The vessels ate clamped with two curved clamps J mch apart 
and doubly ligated with catgut proximal to the clamps The 
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pedicle IS now setered near the distal clamp The proximal 
clamp IS slowly released thus preventmg any possible sbpping 
of the ligature Were this pedide a broad one it would be pref 
erablc to transfix through a space between the vessel and lie 
bothwa>s The ureter IS bgated severed and the stump touched 
with carbolic aad \ split tube drain is placed down to the 
pedicle the sand bag removed and the wound closed in la>ers 
care being taken not to include in the stiches the dorsal neri e 
seen lying along the upper wound edge 
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cj’stoscopic mramaboo confirmed the abo\e Tath the additional 
findmgs that a No 5 catheter could be passed up the n ht 
ureter for 20 cm where U became blocked No unne escaped 
through this ureter or catheter 

I Ray Examination ■ — Outime of nght kidney is not dear 
There seems to be a mass lar er than a normal kidney opaque 
catheter in nght ureter reaches to upper border of fifth lumbar 
^e^tebra 

Kidney function shows phenolsulphonephlhalein ebmination 
for first hour 30 per cent second hour 25 per cent Blood 
mtrogen 22 416 

Diagnosis — Hvdronephrosis due to a ureteral kmk or abo 
rant blood ^essel based on obstruction in the absence of x ray 
e idence of calculus (not alsays coadusne) and the absence of 
renal cohc 

Operation —Under gasongen anesthesia the patient is 
placed on the unafiected side with a sand bag under the lorn 
and the nght thigh and leg flexed the assistant pressin against 
the knee with his abdomen This pre\ent5 the patient fmst 
rolling an a> from the operator Because of the size of the kidney 
It 1 deaded to employ the oblique lumbar incision as it admits 
of enlargetnent o\et the short ribs or don-n inside the ihac spine 
The inosion i begun between the twelfth nb and the erector 
spmm muscle nbout ^ inch belon the nb and is earned down 
obliquely toward the antenor supenor pine cuttin through 
the stin and fasoa the latis unas dorsi serratus post cus in 
fenor and farther down the external obbque The mtemal 
oblique is now cut across its fibers and its f saa lumborum split 
The trnns\ ersalis fa aa now presents This is sht w ell up in the 
wound bein carefulofthelastdorsalnerve andthetwofin ersof 
the left hand are m erted m the inasion and gradually slid under 
the fasaa in the direction of the wound the scalpel at the same 
time di^nding the fasaa The interpo ed fingers prevent pent 
oneal mjury 

The large cystic mass is now delivered into the wound Thi 
is found to be a gre tJy distended kidney As the lower pole is 
raised we find a b nd stretchm aero t ward th spine This 
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IS an aberrant artery iiom tbe aortn that crosses in front of the 
ureter about 2 inches below the kidney stalk (Fig 41) Above 
this artery the ureter and kidney pelvis are enormously dilated 
in fact we may say they gradually evpand into the enlarged 
kidney Below where the artery crosses it the ureter is normal 
in size and appearance 

The vessels are clamped witii two curved damps ^ inch apart 
and doubly hgated with catgut proximal to the clamps The 
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pedide is now severed near the distal clamp The proxunal 
clamp IS slowly rdeased thus preventing any possible slipping 
of the hgature Were this pedide a broad one it would be ptef 
erable to transfix through a space between the vessels and tie 
bothways The ureter is Vated severed and the stump touched 
with carbohc aad A spht tube dram is placed down to the 
pedide the sand bag removed and the wound closed m layers 
care bem taken not to indude m the stiches the dorsal nerve 
seen lying along the upper v ound edge 
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The lesson w e must canj awa> as a result of the study of this 
case is an important one namely that backache and discom 
fort m the right ihac fossa are not aln ays due to pelvic conditions 
or appendiatis nor is a mass felt in the gall bladder region 
necessanl\ an enlarged gallbladder Had this noman been 
properly studied by her presious medical advisers she would 
have been saved mudi suffermg and a needless laparotomy 
The diagnosis of chronic appendiatis causmg symptoms re- 
quiring surgical intervention should be made by ehminatioD. 
Our expenence m this dime is that before a chrome appendiatis 
exists a previous acute condibon must hav e occuned and unless 
such a history run be dialed an appendectomy will not neces- 
sarily cure the pabent. 

Convalescence — Other than a sh ht mfection in the wound 
the postoperabve course was une entful and the patient left 
the hospital in four weeks 

Follow up Report — Pabent states three months later that 
she IS enjoying perfect health and has had no headaches or 
backaches unce her operabon 



DUODENAL ULCER EPIGASTRIC HERNIA RETROPERIT 
ONEAL APPENDIX ADVENTITIOUS BAND 

The patient for operation today is an adult male aged forty 
eight i\ho comes to us complaining of epigastric pam nausea 
and constipation 

Past niness — Ten jears ago he de% eloped an epigastnc 
henua smee i\hich time he has had frequent attacts of pain 
and soreness m this region During the past tivo months the 
attacks ha\ e become continuous He now has pain after meals 
nausea belching of gas and hunger pain 

Physicial eiammation shows nothmg of importance as far 
as his general condition is concerned until we reach the abdomen 
Here we find tenderness and ngidity of the rectus muscle in the 
upper right quadrant There is also some tenderness over 
McButneys point The abdomen is somewhat distended 
Tentative Diagnosis —Duodenal ulcer epigastnc hernia 
X Ray Report —Duodenal ulcer with marked gastnc re 
tention chrome appcndiatis and no evidence of cholelithiasis 
Operation —With the patient under gas oxygen anesthesia 
we now make a right rectus inasion about 1 inches from the 
rmdhne We come down at once upon the pylorus which is 
low lymg The duodenum is very much injected and palpation 
shows marked induration for a distance of mches along the 
upper border In the center of this induration about 1 inch 
from the pylorus the crater of an ulcer can be felt The in 
durated condition of the tissues does not permit of exasion nor 
a Horsley pyloroplasty nor much less a pylorectomy We 
must therefore institute stomach dramage by means of a gastro 
jejunostomy Before doing this we visualise by retraction the 
ileocecal region with a view to removing the appendix We now 
encounter a most inteiestmg oindition The appendix cannot 
be seen being completely retoqientoneal lying between the 
lea\ es of the ascending mesocolon The last 5 inches of the ileum 
55 
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The les on we must can} anaj as a result of the study of tbs 
case IS an important one namely that backache and discom 
fort in then ht iliac fossa arc not always due to pelvic conditions 
or appendiatis nor is a mass felt m the gall bladder region 
necessanl) an enlarged gallbladder Had Uu woman been 
properly studied by her previous medical advisers she would 
have been saved mudi suffering and a needless laparotomy 
The diagnosis of chrome appendiatis causing symptoms re- 
quiring surgical intervention should be made by elimination. 
Our cxpcnence m thi dime is that before a chrome appendiabs 
exists a previous acute oindition must ha\ e occuned and unless 
such a history can be eliatcd an appendectomy will not neces- 
sarily cure the patient 

Convalescence — Other than a sbght infection in the wound 
the postoperative course was uneventful and the patient left 
the hospital in four weeks 

Follow up Report —Patient states three months later that 
she is enjoying perfect health and has bad no headaches or 
backaches since her operation 
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surface On close scrutiny however we see that this pentoneiun 
IS thinner more delicate more transparent and envelops the 
mesenteric vessels more closely than elsewhere along the ileum 
In other words we have a peritoneal lined canal or open fossa 
behmd the ileum These bands arc frequently found in iJie course 
of abdominal operations espeaally m women It is our practice 
to cut them if the pronmal gut t hypertrophied or the patient 
has symptoms referable to them 





F g 43 — R t g d m r th pp« d rfi b f th pp d 
d bly 1 g t J d d iqr t ry b«t tli 1 gat Th st mp 
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The appendix is now freed at the base double clamped and 
severed with cautery The stump is h ated purse stringed and 
mvaginated (Fig 43) The appendix is now removed subper 
itoneally b> scoring the pentoneum and stopping the appen 
dix out of its bed clamping the artenal branches as thev enter 
the appendix This procedure is one we often use m subacute 
or chrome cases where the appendix is much swollen indurated 
and bound to surrounding structures lo v down in the pelvi 


with the cTCeptJon of the inch pro^al to the cecum i aho 
bound down bj the en>el<^in^ pentoneum to the postenor 
abdominal nail This apparent retropentoneal position termi 
nates o% er the brim of the true pel\is There i a pronounced 
retropentoneal /ossa behind each extremitj of this bound-down 
ileum and a fin er can be passed into one fossa through a post 
deal canal and out the other fossa Four or more inches of the 
gut 1 so bound down (Fig 42) 



F 6 4 — Th d /dthghlfs=adRet)Cil 

ppf d f dr t badbdeth dm II d tb pti 

ca g ry p d I L L 

The ileum so impn oned i mall while the proximal t ee 
ileum is thickened somewhat hjpe trophied and shows enough 
obstruction to account for the const pation complained ol by 
the patient e now divide the pentoaeal band aad free the 
ileum which is rotated n ts long axi and as this rotation is 
corrected the gut s seen to distend Ate now notice that the 
Lberated gut has not been trul 3 etropentone 1 as sb wn bj the 
fact that 1 e n ^ see that it and its mesentery which i> a very 
short one each have pe itoneal o enng n ther postenor 
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delicate adjustment and consequentlj less trauma to tissues with 
the thumb screivs than is possible with the other tj’pes of blade 
clamps After approxunatmg the stomach and jejunum suf 
ficiently to allow a 3 inch suture hue the posterior suture line 
is made with a curved needle We now open the stomach and 
jejunum in parallel lines e'ctendmg to within ^ inch of the «tent 
of the first suture line The leaking contents being sponged out 
and the redundant jejunal mucous membrane being pared off we 
start the through and through suture in the center of thepostenor 
cutedges Thissuture threadedwithaneedleonbothends takes 
in all the coats of the viscera and each end is carried around an 
angle of the gastro enterostoni) being careful to lock or back 
sUtch ever, third or fourth stitch After the two ends have 
rounded the an les of the inosion they approach each other and 
are tied in the center of the anterior suture line This makes a 
much better and safer angle suture smce there 1 not the danger of 
missing the w ound edges as there is when one endeav ors to com 
plete the stitch and tie it at the angle We no v discard all 
soiled protective sponges chan ethegloves mop off the exposed 
viscera with warm salt solution and complete the first or outer 
suture line The mesocolon ts next stitched by three or four 
interrupted catgut sutures to the stomach alonc' the anastomosis 
line and the whole returned to the abdomen Attention is next 
directed to the cpi<^astnc hernia Some writers state that epi 
gastric hernias are so frequently associated with gastnc disease 
that at the time of their repair the abdomen should be opened 
This seems a httle radical thi bemg the only case m a senes of 
6 seen by the writer in which the patient clearly had gastric symp 
toms In turning back the inner flap of the abdommal w’ound 
w e notice a dimple in itspentooeum at the hermal site This can 
be readily smoothed out although the hernial prominence still 
exists In other words this i5 the type of herma described by 
Moschowitz which is really not a hernia having no peritoneal 
cov enng The skin and subcutaneous tissue is dissected back the 
mass exposed and found to be a fascia cov ered mass of pre 
peritoneal fat This is reduced a vessel which comes through 
the small orifice is li ated and the openmg is closed with a 
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or behind the ileum without abscess /onnation B) this retro- 
grade subpentoneal remosal there is practically no dan er of 
mjurj to other structures and there is deadedK less honor 
rhage (Fi^ 44) 

Tho«e of -Nou who are near can see exposed through the 
pentoneal wound the iliac %esseb and ureter A catgut suture 



F y 44 — Th ppe d is beug stopped t f t sero co ■enng Ti 
rt nal bra ties re ca ght tb y t ib ppe dtx. 

draws the loose pentoneal edges to ether laterallj to co%cr the 
area denuded b) the mobihzat on of the ileum 

Apostenorg st o}ejnnosl<mi> isnextperformed usme. absorb 
able gut throu hout inakin*,a hortloopandbe ng careful toha e 
the stoma m the jejunum te ts mesenlenc border 
are usmg a Bartlett clamp a we feel that tie can get a more 
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delicate adjustment and conse<iuentl> less trauma to tissues with 
the thumb screw s than is possible with the other tj^ies of blade 
clamps After approximating the stomach and jejunum suf 
fiaently to allow a 3 inch suture line the posterior suture line 
is made with a curved needle We now open the stomach and 
jejunum m parallel hnes extending to within ^ inch of the extent 
of the first suture hne The leaking contents being sponged out 
and the redundant jejunal mucous membrane being pared off w e 
start the through and throughsuturemlhecenterof tbepostenor 
cutedges Thissuture threadedwithanecdleonbothends takes 
m all the coats of the viscera and each end is carried around an 
angle of the gastro entcrostom> bein^ careful to lock or back 
stitch every third or fourth stitch After the two ends have 
rounded the angles of the inasion they approach each other and 
are tied m the center of the anterior suture line This makes a 
much better and safer an le suture since there i not the danger of 
missmg the wound ed es as there is when one endeavors to com 
plete the stitch and t e it at the angle We now discard all 
soiled protective sponges change the gloves mop off the exposed 
viscera with warm salt solution and complete the first or outer 
suture line The mesocolon 1 next stitched by three or four 
mterrupted catgut suture to the stomach along the anastomosis 
Ime and the whole returned to the abdennen Attention is nest 
directed to the ep gastne hernia Some writers state that epi 
gastnc hermas are so frequently associated with gastne disease 
that at the tune of their repair the abdomen should be opened 
This seems a little radical this being the onl> case m a series of 
6 seen b> the w nter m which the patient clearly had gastne symp 
toms In tunun<' back the inner flap of the abdominal wound 
we notice a dimple in its pentoneum at the hermal site This can 
be readily smoothed out although the hernial prominence stiU 
exists In other words thi is the type of hernia described by 
lloschowitz which is really not a hernia having no peritoneal 
cov enng The skin and subcutaneous tissue is dissected back the 
mass exposed and found to be a fascia covered mass of pro- 
per toneal fat This is reduced a vessel which comes through 
the small onfice is h ated and the opemng is dosed with a 
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mattress suture o%erlappiDg the edges after the manner of 2 
ila }0 repair of an umbilical henua 

PostoperabTe Course — ^The patient had a smooth reco\ery 
from the anesthetic. He was placed on our routine postoperati\e 
treatment as follows Fowler position morphin p r n if restless 
or suffenn" nothing bj mouth for sii hours then increasing 
amounts of water followed bj liquid diet milL escluded after 
twent} four hours Proctoclj-sis bj the dnp method is giien 
The first pint is of tap-w alcr containing f 5 j of tmctureof din 
tahs the second pint is per cent of soda bicarbonate solution 
and the third is 2 soda bicarbonate and 5 per cent gluco^ 
solution If there is difBcuIty in \oidin<^ as there was in thi> 
case the patient is allowed to sit on the side of the bed or esen 
alloiied to stand up if the c^eration is one without drama e 
The bowels are mosed bj an enema after seseDt> two hours 
1 032} say that we b3^e been following this routine for ixmonths 
in all stxiominal ca e$ including pentonitis and inteatmal ob* 
struction and there has been a remarlable freedom from dis 
teatioQ These duoden I ulcer ca.«$ are all placed upon a modi 
fied Sipp} diet during their coD\'alescence 

Follow up Report —Patient state* that his health is fine 
that bis digt»stinn gi\ es no symptoms and constipaPoaBolofl er 
e.xi:>ts 

Discussion — ^Tie fonnation of the«e ad\entitious band is 
best explained by Hertzler from whom I be^ to quote* The 
older writers bebe^ed that when an organ had a mesenter} and 
lost It it did so because the two layers of which the mesenteij 
was suppo ed to be formed sp ead out (Fi 45 0 ) Toldt has 
shown that what actually occurs is a fus on of one surface of the 
zaesenterj mth the parietal wall (Fi„ 45 i) The sLetch cs 
plaiTic just u b> in Some cases after freeing the band at a e find 
a membrane still CO enn*, the mesenteric \c sel whereas m the 
a cases these I esseJs are uncovered He tzjerfu tberstalestbat 

It IS a piistal.e to speah of fus on of lajers of penloneum in 
the earl} period of doelopement The truth is tb t what rep- 
resents the mesentery' J but a mescDch^ToaJ xna s At the time 
Th F rit m wjI by Arth E H rlil 
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of fusion these tissues are covered by a layer of embryonal tissue 
only slightly resembling adult pentoneum The power of such 
bssue to fuse with like surfaces is much greater than in fully 
formed tissue It would seem that Fig 45 a illustrates the 
findings in this patient 

So called adventitious membranes m the abdomen are still 
under much discussion with reference to their etiology There 
are many arguments to support the cmbrjonal or development 
on<Tn and jet there are also some irrefutable facts that point 
to their development be'nnmng after birdi The case reported 
below would indicate other than development etioloo'y 



F g 45 —Aft H t*l Th 1 w t I d w g II t t wh t w 
p babty th d c tb ca 

Case No 68 753 Referred from the Medical Dm ion U of 
Pa Hospital W C a ed mneteen with tentative diagnosis 
of subacute appendiatis Operation through a gndiron inasion 
a subacutely diseased appendix was removed Follow iDj, the 
routme examination of the abdomen the ileum was found bound 
to the posterior abdominal wall about 3 feet from the ileocecal 
valve The band restraining it was about 2 inches wide and 
merged smoothly with the posterior pentoneum giving the im 
pression that the Ueutu was tetropentoneal On inasmg this 
band the ileum was found to be rotated on its long aas As it 
rolled out mto its normal position a diverticulum (Meckel s7) 
presented This was about vnebes long was opposite the 
mesentery and had its own distmct blood supply The micro 
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scopic report showed the full number of normal intestinal 
coats 

If this was a Mcdwcls diverticulum jt is evident its post 
Deum position must have occurred after birth and been caused by 
inflammatory adhesions 



ESOPHAGEAL DIVERTICULUM (CERVICAL) 

The case before us for consideration toda> has been referred 
by Dr Joseph Sailer from the Medical Service and Dr Che\aher 
Jackson from the Esophagoscopic Servi<» It has been deaded 
that surgical intervention is indicated The patient is in. such 
good condition that a preliminary gastrostomy is not required 
The case is one of cervical esophageal diierticulum situated 
opposite the cricoid cartilage (Fi s 46 4/) 
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F g 46— A t po t w f tb d rt I m wjtb th ba m te t 

Operation — Under gas ether anesthesia an incision is made 
on the left side of the neck along the antenor border of the 
sternocleidomastoid muscle ntending from just above the ster 
num to I inch above the thyro d cartilage 

The mosuin is usually best on the left side as the esophagus 
*3 
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soon takes direction toward tfie left In this case moreover 
the bismuth shadow seems to show the dj\erticuluia also a 
httletotheleft TTjese^eredieinsaredoubJ^h ated Tbelasaa 
IS incised along the anterior border ol the sternodeidomasto d 
muscle and it is retracted outward After sphttm the middle 
fasaal lajer the omoh>oid muscle abo\e i retracted upward 
and outward and the stemothjToid and stemohjoid m scles 
are retracted inward Blunt dis ection separate these muscles 
the full length of the skin incision Thi exposes the thjToid 



F g 47 — Lat ral ftbdirt Im ththbnm tt 


gland on the t cbeaJ or inne de and the great es els are 
e sily felt on the oute aspect of the wound The th\ro d gland 
isdrawnmwa d and its fasaal co erin ma ed well back, andm 
thehneof thet achea areb n taken not to mju e the recurr nt 
larjTigeal nerve which lies m the ulcus betweei the trachea 
and esophagus Tb infenor thyroid t r> n w p seats about 
the center of the wound It doublj 1 g t d Ret action and 
blunt dissection cames u down to the preve t bral fa cia As 
the trachea and esophagus mth th laryngeal nen, e lying m the 
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groove between them are retracted imvard (Fig 48) the edge 
of v\bat we take to be the drverticulum presents to view 

At this stage rather than hunt for the sac blmdly Dr Tuc-ker 
passes the csophagoscope and mth the light turned on inserts 



F g 48 — W tltb po Itbd^lmTht fuo- 
ehyr d d t othy dm 1 t b th w th th thy d gla d d 
thy dfgc tratdt dthmdl Th f thy d art ry 

h bee dddThdrtlmithwpot t the sophag 

It into the sac illuminating it very prettily It will be noticed 
that the sac is high posterior to the esopha<ms about 2 inches 
long and ver> thin The scope is now an led to present into the 
w ound after the manner of Jad^n and Gaub The sac is now 



t66 


E I- ELUSON 


grasped mth an Albs forops and carefullj freed from the sur 
rounding structures Tlus i, lerj cisil) accomplished in this 
case (Fig 49 A £) 

\\ e ha\ e now to decide wfuch method to emplo) whether 
the one sta„e or Iwo-sta e operaUon The mabilit} to puU the 
sac neck up to the sLin ed e without too much torsion of the 
esophagus deades us to employ the one stage operation 



F g 49 — A Th wph gscpe gt thsamtthwo d^wthdl 
t fth sa C es ftaft t 


The width of the necL p ecJudes using a pur estna and 
itsUuawaU incline os to use themuitipfesutuiehnein annat 
mg the sac into the esc^iha'nis rathe than cxasuig it 

Dr Tucker now passes th cope doiv-n the esopham This 
is accomplished with some difficulty due to the w dth of the sac 
necL and the obstructing posterior w U of the larjmx It is 
howe\er finall) accomph^ed after twistin the diverticulum 
on Itself thus closing its wide neck Dunng u mampulations 
the top of the sac IS tom We no place hne of ^ o 00 dirouuc 
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catgut sUtches of the continuous mattrras type paralleling the 
esophageal long axis and turning ui the apex of the sac The 
suture IS left long at each end to act as stay sutures unU! the 
next lower row is ready to in\aginate (Fig 49 B) They are 
then cut and turned m by the next suture Fi\e rows sufEce 
to reduce the diverticulum flush with the esophagus In the 
last two rows we endeavor to keep the needle outside the mucous 
membrane hning the esophagus The scope still m position 
prevents encroaching too much upon the normal esophageal 
lumen A duodenal tube without the bucket is now passed 
into the stomach and the scope withdrawn The sutures were 
placed longitudinallj fir t because the stram on them is longi 
tudmal through the stretch of the esopha<»eal vs ei ht and second 
It IS mechanically easier to so place them Inspection of our 
work shows that the longitudinal suture line is posterior lying 
directly against the xertcbr® (Fig 49 C) A further advantage 
of the straight suture Ime is that tissue turned into the esoph 
agus is m a thin fiat shape rather than the bunch of tissue 
that the purse strmg suture would form 

A cigarette dram 1 $ now mserled behind the esophagus well 
below the suture line and another shorter dram is placed m the 
lower an le of the wound Both are brought out the lower end 
of the wound the upper portion of the masion being sutured 

Murphy preferred a two stage operation Dunng the first 
stage the sac is freed twisted and sutured Thewoundi packed 
with gauze for twelve to fourteen days and the sac is then re 
moved C H Mayo employed the two stage operation dis 
sectin the sac without opening it bnn'Tiig it out of the wound 
and suturing the skin to the neck of the sac Ten to twelve 
days later it is removed without an anesthetic and the edges 
turned into the esophagus 

The I VO stage operation with excision of the sac has given 
the lowest mortabty The one stage operation in the bands of 
several surgeons gave a mortahQr of 16 6 per cent m 60 cases 
reported by Stetten Provided however the sac does not have 
to be exased or opened but can be turned in by sutures without 
danger of occlusion of the e opha<nis the one stage operation 
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IS a good procedure Be\an wis the first to sug est a senes of 
purse strjng sutures infolding the sac ^ here it either atrophies 
or ts sfoughed off 

Postoperative Course — ^Thepati ntxvasout of the anesthetic 
m two hours and could spieak in a normal \oice showm that 
the ner\ e had e caped injury He w as nounshed bj proctocl^ sis 
augmented after twenty four hours b\ hquids throu h the 
duodenal tube On the third day the duodenal tube became 



Fg 50— Ray t V fW » g ba m m 1 fi U ft th 
perat Th port tlh d fdrtlrnps®r 

th t po t 1 t ral VI w 

blocked and lad 1o be rem ed Another tube could not be 
inserted and as the pauc t could ot t\ allow course was 
had to proctoclj s O the i hth day th la t packin was re 
ElO^ d nd the patient traightnay wallowed bett r Some 
temperature led t the susp on f leakage alth u h there 
wasn eternal e dene until the ninth day foUowm operation 
This leak c ntmued t n days nd finally stopped twenty one 
days after the operat on 
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It IS interesting to note that the patient s voice left him on 
the fourth daj and only began to return three weeks later 



F g 51 — Ray tk fll»j b mlfi wk ft th 
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th t po c i t t VI « 

*Ray examination fixe weeks after the operation shows a 
smooth esophagus (Fif^ 50 51) The patient xvas able to eat 
solid food with ease and the neck wound was healed 




SUPRACONDYLAR FRACTURE OF THE HUMERUS 

Tm. first case for operation IS a bo> eleven years old who ten 
days ago fell and sustained a supracondylar fracture of his left 
humerus An attempt at reduction was made m the Accident 
Ward under an anesthetic An x ray taken the same afternoon 
showed a marked displacement the lover fragment posterior 
to the upper fragment (Fig 60 Case \I A) Due to the se 
venty of the traumatic, reaction swelling and bleb formation the 
limb was elevated and treated with evaporating lotions Five 
days later we again attempted reduction under the fluoroscope 
and found that we could not en age the fragments nor obtain 
crepvtus despite the fact that we could see clearly what we were 
trying to do We judged that soft ti sue m some w ay was inter 
fenn Reduction by the open method was therefore decided 
upon 

Operation —Under gas oxygen anesthesia the evtremity is 
given its second preparation on the table We use 5 per cent 
picric acid alcoholic solution to pauit from the shoulder to the 
wnst a sterile towel is now bandaged around the hand and 
forearm ith the elbow partly fleved we make a crescentic 
incision about 5 inches long evlending from above on the ct 
ternal supracondylar ndge and curving down on to the external 
surface of the forearm W et towels are now sewed with a con 
tinuous silk suture over the skin edges being careful that no skin 
surface is left exposed With a fresh knife the fascia and apon 
eurosis i mased through the laceration which you see and the 
hematoma at the site of the fracture is opened 

You will note that throughout the operation we are careful 
to use the sponges in Kelly hemostats or forceps thus minimizing 
the danger of hand infection Furthermore Iwillnotmtroduce 
my finger into the w ound unless it is absolutely necessary for the 
determination of po ition of its fragments and only then after 
changing my gloves Spongmg out the clot and retracting the 
XI 
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wound edges we sec the I<mer end of the upper fragment Mtha 
ner\ elooped around the broken surface Thjs nen c we take to be 
the muscuIospiraJ from its position and direction On seardun 
for the lower fragment we find xt displaced well to the ulnar side 
and Ijmg posterior to the upper fragment (Fig S’) The neI^ e 
IS unlooped from aiound the bone and examined for mjuij No 
gross lesion can be seen Ue non endeasor b> traction and 
manipulation to reduce the fracture W e find thi is anpo sTile 
and close eraminabon discloses the fact that soft tis ue in the 
shape of penosteum an 1 fibrous tissue is mteipo cd and o erlaps 
from in front of the fracture surface of the loirer fragment Bj 



F g 52 — Sh g l(i d f mity d (b m x i p 1 rv* hoot d h 

ppe fiagm t 

the u e of a Lane angle iron for the Ie> er w e exert slow pre sure 
Here I might state that traction on a broken bone m which the 
shortening has exi ted for some daj's should alwaj s be o ercome 
slowlj Rapid stretciun" shocks the patient se erel) "iounow 
see that after tw o or three minutes the i agments are begumin 
to assume more nearly their proper relat on Mv as i tant calls 
attention to the fact that the towel suture at the wound ed 
has slipped and the skm s expo ed al o that there i a small 
tom place in the little fin er of m> glov e — -two shps m technic 
■which we proceed to cor ect By traction on the fie ed fore 
arm the fractured surfaces slide mto position the tip of the angle- 
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iron carrying before it the interposed cuff of periosteum and 
fibrous tissue that is pre\entmg the reduction (Fig 53) The 
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fragments now stay in posiUon and with the limb m the Jones 
position there is no tendency for them to become displaced (Fir^ 
54 and 60 Case VI C) 
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You can see (iat lie penosfeiua has been tom from the shaft 



of tbe humerus bem earned bacL by the attached muscles as 
we retracted them lo o der tomuumize the dan erofexcessive 
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callus ionnation the pcnostcum should lay close to its bone 
hence we dram the wound which 13 still oozing to prevent a 
subperiosteal hematoma 

Postoperative Course — ^The day follow mg operation it was 
noticed that the patient had amusculospiralpalsj on the operated 
side It must he confessed that the state of this nerve was not 
noted on his chart before operation a very grave oversight and 
fraught with the possibility of senous le‘^al consequences except 
for the fact that the patient slates that he has not been able to 
raise his wnst or open his fingers smee he broke his arm We are 
therefore extneated from an otherwise uncomfortable situation 
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There dev eloped a slight infection in the w ound which might 
be accounted for by one of the slips in techmc mentioned above 
This rapidly cleared up with one Dakin tube The wnst was 
dressed v ith a cock up ^hnt 

Follow up Report — Twomonthj, after the operation txamuia 
tion finds the w ound healed and partial return of nerve function 
as sbowm b> abihty to partidUy extend the wnst and fingers 
The elbow has about 45 degrees of motion in back flenon and 
extension be> ond the right angle po ition 

Comment — ^Vhen one of these fractures is admitted to our 
service at the Univer it> of Pennsjhama Hospital it is unmedi 
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BuoToscope With th p Ue t u der an anesthetic ‘Should the 
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fluoroscope not be a\ailable for some hours the reduction is 
attempted v-ithout it and the limb put on an internal right 
angle splmt Thi sphnt is used for two reasons— it permits 
X ray views to be taken in both lateral and anteroposterior 
directions which the Joncb position wiU not allow readily and 
It reduces the danger of the swelling around the elbow interfering 
with the circulation to the forearm and hand Should the case 
come to us in poor posihon after one attempt at reduction a 
second reduction is always attempted by Us with the aid of the 
fluoroscope In order to pTe\ent bein burnt b> the rays the 
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vanous men on the staff alternate when the cases come closer 
together than two w eeka 

In the last six months 10 of these cases have come under my 
care in tn 0 hospitals 5 of -nhich (see Figs 55-59) had had one 
or more previous attempts at reduction before coming to the 
hospital In only one was there the least difficulty experienced m 
the reduction under the fluoroscope the results of which are seen 
in the illustration The one case of difficulty was the one re 
ported operated upon in Uu article (Fi 60 Case VI) 

No recent case is operated until a fluoroscopic reducUon has 
failed to such an extent as to jeopardize good funcUonal result. 

I ni h to call your attenuon to one more fact before we dis ' 
von 3 — 
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miss this subject osteo enesis follcmn bone injury m thia 
region j esceediDoly act«e and apparenUj is stmiukted pm 






passu with the degree f the subp nosteal injury At least we 
can say that tho e cases of marked displacement and large hema 
ha% e resulted m marked petiosleal overgrowth 
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This IS shown \ ery definitely m illustrations of Cases V A and 



D and \ I C and D Ona case in parUcular (Case IV) suffered 
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I So 

as a result of this activity Here the hematoma apparently 
became os ified and muted the ulna and humerus by a bony 
bndge which was complete causm bony fixation of the jomt 
This bud e of bone was btoLen b> thepassivemotiongivenby 
the physiaan 



CONTRIBUTION BY DR J LESLIE DAVIS 
St Agnes and St Marvs Hospitals 

FREQUENT EFFECTS OF MORBID TONSILS NOT 
COMMONLY RECOGNIZED 
That there is a multiphat> of disease proce ses in the human 
body which may owe their enstence to the influence of morbid 
faucial tonsils has been widely commented upon sanctioned by 
some and scouted by others but I thuiL there can be no doubt 
in the mind of aU unprejudiced observers that the full significance 
of the problem is stiU but sbghtlj appreaated 

The stumbling block to many is found m the fact that only 
acute tonsillar infections present dis(incti\ e symptoms or charac 
teristics while the morbid tonsil of indefinite chroniaty may be 
inconspicuous m phy ical appearance diverse in its modifying m 
fluence and wholly void of local subjective symptoms 

Fortunately the great prmciple of focal infection seems now 
to be c'eneratlv re ogni ed and its appbcation in the cure and 
prevention of disease wtU be rendered more and more practical 
in proportion to our appreciation of the chief sources of latent 
sepsis 

My purpose therefore in this discussion is to bring to your 
attention a few pathologic processes which from chmeal observa 
tion I have found occurnng with such remarkable constancym 
connection with morbid tonsils and have appeared al o to show 
a like uniformity m response to the removal of the septic source 
as would seem to justify a reasonable assumption of an impoitant 
etio!o«nc relationship 

The several conditions that 1 shall now present will be con 
sidered merely from a chnical standpomt and that bnefly with 
out aUcmptuio to account either for the mode of attadc or for 
the histolo-nc changes that may ensue caUing attenbon only 
to such familiar appearances and associated symptoms as 
might render the phenomena di cussed easily recognized 
8 



The first class of cases I shall designate as Dtslu h nces of 
regional circulalton viterfenng perhaps anlh nulrtlion and elm 
tnalton and causing disorder d funclton of cerlatn highly sensi 
t: ed and spectah^d tissues The most common etample of this 
condition maj be obser\ed in the \erj familiar appearance of 
the membrana t3Tnpam »n the chronic dry form of catar hal 
otitis media The transformation from the normal translucent 
lustrous membrane is usuallj a \en slow proces the earliest 
detected macroscopic appearance being a famt doudine s or 
fogginess nhich unless intercepted ma> grow gradually more 
and more dense and lusterless till its eventual appearance is 
not unlike ground glass or m some cases it partakes more of a 
creamj or ivorj lie appearance This condition frequent}) 
desi^mated as thickening of the drum membrane I am con 
vinced is due to the protracted influence of morbid to sd in 
a large majont} of cases It is a phenomenon to i i ch I haie 
paid particular attention for manj >ears and never ha e I 
found the aural condition nithout the presence unles previously 
removed of cfiseased faoaal tonsd I hav e watched the lowly 
pro re sve character of the clouding over a penod of many 
years where the cause was not removed and I have not seen 
with but few exceptions any perceptible further advancement 
of the process after enucleation of the tonsils many cases havio 
been examined as lon<' as ten to fifteen y ears alter* ard I know 
of DO measure however that wiU restore the normal trans 
luceney and luster of the tnembraoe or remove the cloudin 
or thickenin in the sh btesl decree when once the change has 
occurred Such alteration m the drum m mbrane of course 
i> not the full extent of dama e effected by this focal infection 
process but is usually a soaated with struct ral changes in 
other p Its of the aural mechanism — the combined effect of 
which usually brings about defective heann varym m de<Tee 
atcordin to the extensiveness and inten ity of the d ease 
There is httJe doubt that a Jar e pereentaoC of so-called deafnes 
of old age would have been obviated by the timely remo al of 
a tonsillar focus of infec-ti n 

Cataracts —Ton Ila infection plus intranasal pressure I be- 
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be\e Iiia> be found to be a frequent factor in the etio]og> of 
progressive cataracts This opinion while in a large measure 
hypothetic 1 based upon observations in several cases of semie 
cataract during the past six years the characteristic behavior 
of obstruction plus focal infection m some other tissues and the 
opinions of some ophthalmologic authors of wide experience re 
gardm the frequent association of cataract with focal sepsis 
with Its variously alhed comphcations Henry lurkpatnck ^ in 
his recent text book states Gastro mtestmal disturbances and 
oral sepsis are wide spread in the tropics and most observers 
must have been struck by the frequent association of these con 
ditions mth incipient cataract m India 

The frequency with which refraction errors of the eye are 
found to be aggravated by intranasal pr^sure and obstruction 
in the ethmoidal area is of interest compared with the following 
quotation from Kirkpatnck An eye the subject of an error 
of refraction appear to be speaally liable to the ocular com 
plications of diabetes nephntis and focal sepsis and if this 
be so It 13 only to be expected that such an eye would be ex 
ceptionally susceptible to cataract formation should a con 
stitutional cause of the di ease be present And again ne 
find m the same book this statement near the end of the chapter 
on Etiology of Cataract The cause when present m a suf 
ficienl degree may produce an opaaty by bringing about a 
degeneration either of the lens fibers or of the capsular epithehum 
It may directly affect the cells or it may produce a disturbance 
of the function of the structures responsible for the nutrition 
of the lens fibers and capsular cells Products of metabohsm 
are allowed to accumulate which ate either directly harmful 
to the fibers and cells or which may become so in the presence 
of more local factors such as light rays of short wave length 
I admit almost utter unfamilianty with most ocular diseases 
except m their relation to conditions coming within the sphere 
of rhmolaryngologic practice my interest m 3 patients afflicted 
with cataract having been comadental All were men with 
fairly well advanced senile cataracts when they came to me for 
treatment of no e and throat condiUons The first one s xty 
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four 3 ears of age nasfirt eeo slt jeirs ago the ecoadoae 
aged su:t) fi^e fir t cen three jears a o and the third one 
aged fiftj cTammed slt months ago Each of these ca es had 
remarhablj simiJar nasal obstructions and each had diseased 
tonsil High eptal deflections vnth marLedJj enlar ed middle 
turbinates tight!} ^ed ed agamst the septum but actualfv at 
tached wth sj^nechial adhesions to the maxiUarj n-all Each 
patient was under the care of an ocvhst and nas eipectm 
m the course of a few months to ha^e to unde o operation 
for the cataracts For lehef of certain refle. es and sj'stemjc 
disturbances seeminpl} due to the septic tonsil and na al ab- 
noimahtieslremovedeachpatient tonsils onemiddlet rbinate 
and strai htened the septum by submucous resection under 
general anesthesia Results Each patient obtained marked 
pb>sical unpro\ement nhjch has been peixoaneot ah stiU ha e 
as good msion as before operation without an\thm further 
havin been done to their e}es thou h the last one was too 
recent to be of si<mificance The results m these 3 ca es of co re 
do not prose an\ thing but are not without s <mificance and 
su e c Che adnsabihCy of looking into other ca es e pecrah} 
those of less adianced sta es of cataract to determme in wh t 
proportion maj be found similar]} combined conditions of ton 
siUar infection and nasal ob truchon particular!} that t^pe of 
obstruction with marked p essure which ini ht distu b the blood 
or nerve distnbution m the ne hborfaood of the orb t 

A second class of ca es are tho e where th influence of ton 
s IJar seps s laazuiests tself bv reducin the talit} of cert m 
mo e or le s circumscnbed areas of mucous membrane fa on 
supe ficial ulceration and followed in some in tan s b} the 
in\asi n and further de tnictne influen e of pe ifi infe tions 
The larnix represent one of the field most s ceptible t 
the effe ts of ptic t n Js Tbi site of inSamm tor} corop) 
cations in th cou f ac t infection f the t n il i mo e 
^enerall} re ^Tiized than the f t that hr m larj-nfutis 
owes It perp tu t n m majont\ of case to eptic p oc es 
within the c mmon t^-pe of chrome D\ morb d ton il The 
membranous ti ues of the ep^^l tU mte lytenoid pace 
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\eDtncular folds and e\ en the \ocal cords are the most frequent 
Sites of infvUiation WTule laryngeal tuberculosis occurs m. a 
majority of cases secondary to a pulmonarj infection pnmarj 
infections are occasionally encountered and I behe\e it not 
improbable that the tonsils are a potent factor in each class 
Iti furthermore reasonabK certain that iMth a fuller appreaa 
tion of the resistance reducing influence of tonsillar sepsis on 
general \ntality as well as that of some of the more susceptible 
arcumscnbed tissues skilled tonsil surgery could be made one 
of the most powerful factors m the fight against the great nhite 
plague 

The follonmg 1 illustratne of the laryn eal pnmaiy lesion 
Male aged thirtj sue years referred to me on Januarj 22 1919 
with the hi tory of first developed a persistent hoarseness 
about a vear prevTOusl) ulceration of the epio'otti which 
soon loUovved had gradually grown worse and laboratory e’t 
ammation had vended a (^gnosis of tuberculous ulceration 
Hi previous treatment had consisted of local palliative appli 
cations which were but 8h*'hUy eflective and constitutional 
measure but the patient was constantly losin weight and the 
pam was beginning to grow rapidly worse No pulmonary 
lesion was detected The feature of importance ob erved in 
m> e-^ammation besides an evtensivc active ulceration of the 
epi lotti and marked infiltration of the interarytenoid membrane 
was the existence of submerged spongy tonsils of moderate 
size evpellm^ a semisohd grayish substance on pressure 

Briefly tonsillectomv under general anesthesia was decided 
upon and earned out two days later without compheahons 
convalescence v as normal from the tonsillectomy and in three 
weeks time the epiglottis had completely healed The patient 
wa last seen Apnl 26 1920 m perfect health and normal weight 
and the larynx looked normal e cept for the irregular edge of 
the epiglotti 

\nothcr type of laryngeal infiltrat on that 1 apparently a 
manife tation of morbid tonsils of v hich several cases have 
come umlei my care I beheve to be typical of the condition 
which Chevalier Jackson has so aptly descr bed as representing 
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a precancerous stage of laijTjgea! cancer I quote from hu 
most illuminating and ptacUcal article as follows 

The tonsil has long been recognized as the fountain head of 
a majont} of the ca es of disea e of the throat It has not 
heretofore been accus'd of causing cancer of the larjaw but 
we all tnow that a focal infection in the tonsil can be the chief 
etiologic factor in chronic larjTigitis and if we admit as I thmi: 
T\e should that chronic Jarjugitis can be a precancerous con 
diUon we must admit that a diseased tonsil can be a cause of 
cancer Tonsillar di^ea ei certain]} often overlooked in persons 
of cancerous age 

I^luJe n e must recognize the impossihiht} of provm m an} 
case what would have been the ultimate character of an nn 
checked progressive process which from its be»inning to the 
tune of its intemiptjon appeared in all le pects to correspond 
to the cla sical s}mptoms of inapient cancer of the la jus 
(chronic hoarseness fixation of one vocal cord with evei>io 
of the ventnde on the some side) it is atleast si^mifcant that 
each of m} ca es 3 in number exhib ted such arcumstantial 
evidence that all had well ma Led septic tonsils that the 2 
operated on made almo tperfect recover} of the normal function 
of the larjTLt withm a few months afte the r tonsil were enu 
deated and without recurrence The third case a woman 
sixt} four j ears of age w-as seen onl} a few daj's a o f r the first 
time and the recommended tonsUlectom} has not jet been 
performed The recover} of normal voice foil win ton ill 
ectomy m adults who had suffered varjing degrees f chr me 
hoarseness i of course not unusual followin a ep rt of 
one of the cases of wbat I now regard as precancero s larvn 
giQS previousl} referred to 

tfa/e aged fiftj five j are was ref rred to me on June 9 
1919 bj Dr John E Grube 

M} letter wntten to Dr Grube n the daj of mj et mm 
tion maj give bnefi} suffi e tl> cle /ncture of the grosa 
appearance to be eco niz ble t tho e ho ha e seen similar 
condit ons 
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Dear Doctor Grube 

In my examination today ol Air S whom >ou kindly re 
ferred to me I am hardly willm to make an uncondiUonal diag 
nosis but am afraid that the condition is carcinoma of the larynx 
I did not give him an opinion smce he was going to Atlantic 
City for a week s rest but toW him that I would report to >ou 
and for him to stop by and see me agam on his return at which 
time I would likely be able to tell him more about it The left 
vocal cord is fixed there can be seen a condition of infiltration 
of the ventricle and surrounding tissues on that side and the 
method of onset is characteristic Have you ever had a Wasser 
marm examination made for him> Two other conditions that 
might rarely produce somewhat similar symiptoms are syphilis 
and tuberculosis but it does not look like either Of course 
any pressure that nu ht interfere with the left recurrent nerve 
could produce the fixation of the cord and I would like to know 
whether you have found any condition of aneurysm or anything 
in his past history that might throw any b ht on the situation 
He tells me that he has been losing weight He has rather badly 
diseased faucial tonsils and by transiUusnnation both ethmoidal 
areas are considerably congested but I hardly believe these 
conditions could account for the laryngeal condition I shall 
appreaate any bght that you may be able to throw upon this 
condition in order that I mi ht if possible be able to make a 
definite diagnosis when 1 see him agam 

J Leslie Davis 

The followmg report was received on June 18 1919 from Dr 
WilhsF Mano’es 

Dear Doctor Davis 

1 beg to leporl as foUowsinthecaseof Mr S I am unable 
to find evidence of lesion m any of the accessory sinuses I 
am sendma herewith the films which I think are sufficiently 
clear to further support my opinion with regard to them I 
also made a fluoroscopic study of the chest but found no evi 
dence of pathology that could «i any way affect the recurrent 
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larjTigeal The \aea of the larj-nx sho^-s no ab^o^naht^ which 
couJd be een bj means of x ra> plates That i tiwe no 
unusual hardening of the cartilages nor as far as I can ee 
destruction of anj of the ti sue in this region 
lours ser) truh 

\\ F Manges 

Blood examination made June IS 1919 b> Dr E D Funl 
was as follows 

Pahent — Mr S ‘'peomen — Blood 

White bIood<ell ^600 pohmudear So per cent lar e 
mononuclears 4 per cent mall 1 mphocMes 39 per cent 
eo inoj hd 2 per cent 

The red cell are apparent] norm Iintheirmorpholo<n and 
stamuip reactions 

TheWa ermann rum test rras wga/ 

Respectful!) submitted 

E D Fcnk 

Mr S had been con aous of sh bt hoarseness for e e al 
months which had bee me gradual]} more a d mote pronounced 
until for the past month his voice was extreme!) TiusL) 

He had not suffered am pam nor had there been bit little 
coUe,h and that intermittcntlx general health had alwas been 
fairh good an 1 he had ne^ r had rheumati-ni ffad been ste d 
iJ) losin w ht for s ser 1 months 

Ton lUect m\ V a peifonned on June 30th under nitro 
o^d eth rane^thcbia hisconialee cncewasunc entfuJ Bilen 
das's Um the pal ent tated that hi throat was dialincth m re 
comfortable than 1 efo ope lio in li at he could speak with 
greater e 

The p tient i as ne t ti on No mb r l t when the fol 
lowm^not made L ft oil rd Imo i normal m pomt 
of ph)'sical appe ran e and m mo emeot on phonation \ c 
nearl n nnal I had not seen or h ard f rther from him tiU 
toda\ when in repl to mquir> nt to D Grubc I rece ed the 
following statement 'M S enjOMn perfect health nd hi 
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larynx seems practicallj normal m talking to him over the 
telephone a few mmutes ago I could not tell that there bad ever 
been anything \vron<' with his \oice 

One of the mo t frequent locations for simple ulcerative pro 
cesses and usually uncompbcated by mixed mfections is the 
somewhat arcumscnbed area on the anterior surfaces of the 
nasal septum it may be unilateral or bilateral characterized 
by atrophy of the mucous glands hemorrhage of varying decree 
and frequency accordmg to the depth of ulceration and par 
ticular location with respect to blood vessels and occasionally 
eventually leadiQo to perforation of the septum Such perfora 
tions may be hastened by sypbiUbc complications and before 
the discovery of the Wassermann test doubtless was attributed 
many times unjustly to that cause These cases v arj in their 
disturbing features from the pauent s standpoint from a simple 
annoyance owing to the dryness crusting or scabbing provoc 
ative of the nosepickin habit with occasional slight nose 
bleed to frequent prolonged hemorrhages that ultimately may 
brmg about a state of marked anenua rendering more difficult 
the task of stopping each hemorrhage and each hemorrhage 
further ac'gravatmg the anemia 

The following case will illustrate a severe type of septal ul 
ceration 

Male aged forty nine years was referred to me in September 
1919 by Dr C B Warden with the history of having been sub 
ject to nosebleed for the p»ast hftcen years the condition having 
gradually become more and more ag'^vated until according 
to the patient s statement he had not missed a day without 
hemorrhage for the past year Dunng recent years he had been 
regarded as a bemophihac though there was no family record 
to that effect On removing the packu^ which had controlled 
a severe hemorrhage the previous day I found the anterior 
septal su face of each side m area almost the whole cartilagmous 
po tion had a granular appearance thin but without any en 
tirely denuded area of cartilage The very free hemonhage 
which ensued was checked by repacking In my further 
tion the fauaal tonsils larger than tiie average adult size of 
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larjugeal The of the laijnx shons no abnonualit^ Trhicb 
could be seen bj means of * ra> plates That j there l. no 
unusual hardening of the cartilages nor as far as I can see 
destruction of anj of the ti sues in tJu region 
\ours tnilj 

F Mamies 

Blood examination made June 18 1919 bx Dr E D Funk 
rv as as follo\ s 

Patient — Mr S Speamen — Blood 

WTute blood cell 8600 pol>'nuclears Si per cent large 
mononuclears 4 per cent small l>inphocMes 39 per ce t 
eosmophlls 2 per cent 

The red cells areappareoth normal ui the rmorphol and 
Stamm,, reactions 

The \\ a emiann serum test iras f gafr t 
RespectfuU> submitted 

E D Fitnt: 

Mr 8 had been con ctous of $2i bt hoarseness for e eral 
months nhich had become graduall> mo e and more pronounced 
until for the past month his \oice i\as exiremel> hu Ij 
He had not sufTered an paui nor had there been but little 
cough and that mtcnnilt ntlj general health had alwas been 
fairh good and he had ne\e had rheum tLin Had been ste d 
rl) losin s\e htforse ral months 

Ton illect m> s as performed on June 0th under nitro s 
OTid cth ran sihcsa Ju con i ccence unexentful In ten 
dajs tun the patient St ted th t h thro twa di tmeth more 
comfortable than befo pe t n m th t he could speak, with 
greater ea 

The p tient s as ne t seen n N x ember 1 t hen the fol 
loum note ^ a made Left xocal co d aim t normal mpomt 
of ph}sical appearanc and m mosement n phonali n oce 
nearlj normal I had n t se n o hea d further from him till 
todaj when mreph tomqurj e ttoDr Grube I rece ed the 
folloiMn-’’ tatement Mr S is enj ng p rfect health a d h 
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hoped that they ^ill for a 'while make their observations m the 
reverse order for by their fruits je shall know them! 
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morbid ton il were of the \erj soft mush) t)pe almost con 
coal’d b) erreachmg antcnor pillars and containm in con 
siderable quantitv a gra>i h liquid of croam) consiiteBce Tie 
patient s hemoglobm -was 45 per cent and the dottm time 
SLt and a half minutes The tonsil nere enucleated a fear da)'s 
later under general anesthesia without diiScult) of controUmg 
hcjnorrha'’e — except for the matter of boating se%eral more 
thantheu ualnumberofxes el that n e are accu tomed routine^ 
to tit following cxerj tonsiUectodrt Effect on eptal ulceration 
Local repair processes couU be detected nithui a few dai-s 
healing of the tonsillar fo««® was complete in two weeks b) 
w hich time nasal paclano was d continued and mthin su w eels 
the prcxaouslj ulcerated septal surfaces w ere coa ered b) health) 
cicatnaal ti sue and the patient showed marled ph)'«ic3l im 
pro\cment 

Thus when we contemplate the aanabibh ui the manner 
of toxic distnbutioQ and the di\ersit\ of di>ease process re- 
sulting directli indirectK or uluroateh from focal infectio 
within the cr)ptic recesses of morb d tonsiU it would be dif 
fictilt to comprehend the mental processes of those wh are still 
occasional!) heard to express alana oxer what the) term ruth 
less sacnfice of innocent tonsil were it not so exndent that Uiex 
bate in most instances innocenti) formed their prejudices con 
cefmnc' the remo al of tonsii from the pitiable results of cen 
surable su er) It u not the tonsils that are m need of a axi r 
so much as it is the operator dex d of instruction but ' ith no 
dearth of tement) 

Dental sepsi has been thou ht b) some a do e n wl of tie 
mo b d tomil for suprem o the capaatx of toBC distnbution 
but if all f ult) t nsiL were eliminated in earix childhood 
p) 0 rrhe ap cal ab ce ses and assoaated canous c ndition 
would soon become a ne b«ible force for I am persuaded that 
the fauaal tonsils arc imporUnt in the earbest influence to- 
ward dental deca) 

If then there stiff contmue to be some who find c mfo t m 
their cloak of ^c lied con«erx tism siropK because the t nsil 
seems O unoffending in its phs al appearance t to b 
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CASE I SUBHAXILLARY SALIVARY CALCULUS IMPACTED 
AT GLAND ORIFICE OF DUCT SIALO ADENITIS 
CHRONIC ABLATION OF SALIVARY GLAND 

J H t ry f ca peral ram ts— ch fact n t ympt ms 

mp t ( y xaminat d p p t h f »am d ff 
t t fra fveol d tal f t —ill t t case 

T M FEMALE aged twenty trvc stated that on Ma> 14 
1917 she noticed for the first tune a swelling beneath the angle 
o! the right side of the mandible this swelling has undergone 
rapid increase and diminution m size— particularly at meal 
time— but has never entirely disappeared but on the whole 
has slowl) grown larger She has not noticed any definite 
cutting pain beneath the tip of the tongue The swelling causes 
inconvenience by gvmg nse to pam at limes and mterfenng 
with speech and deglutition 

Physical examination on May 14 1918 reveals a tumor the 
sue of an Enghsh walnut corresponding to the position of the 
nght submaxillary salivary gland This tumor is hard but not 
adherent to surrounding structures the ov erlying skin is neither 
red nor uiflamed When the patient opens her mouth and curb 
the tip of her tongue back a drop of turbid fluid with white 
flakes appears at the orifices of the duct of IVharton on the 
nght side this drop is made larger b> pressure upon the en 
larged submaxillary salivary gland 

Operaton(Maj IS 1918)— Ether Curved mcision made 
as lor bgation oi second portion of Imgual artery beginning 
just below nght angle of jaw passing down to hyoid bone 
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May 22d (one week after operation) Sutures removed a 
small amount of thin fluid came out through the suture holes 
Pathology —A calculus the size of a pea w as found blocking 
the gland orifice of the duct of Wharton (Fig 61) The gland 
itself was knobbed and indurated 

Comments —Jones^ reports a case of large calculus em 
bedded in the submaxiUaiy gland in an acromegahc His 
anal) si of numerous articles reveals a daaractenslic set of 
symptoms The pnmary symptoms are sudden onset of pam 
in the floor of the mouth over the submaxillar) region or that 
of the other salivary glands associated with swelling and ex 
quisite tenderness all increased b) food and mastication 

Physical examination is aided b> bidigital palpation and 
X ray examinahon Ivy states that a large dental film placed 
horizontally between the teeth as far back as possible with the 
ra)s directed from beneath the chm will usually reveal the 
calculus In severe cases the floor of the mouth is very swollen 
and tender so that speech and deglutition are painful as in our 
case Abscess of the affected gland may be present with necrosis 
and even fistula formation and cases have frequently been diag 
nosed as carious teeth with root abscesse to be contradicted b) 
* ray 

Illustrative of these possibilities is a case under treatment 
at the present tune a doctor s son who presented himself with 
a large indurated abscess beneath the mandible, and pomting 
uv the submental space very much like Ludxng s angma The 
abscess was mused where it pointed givmg exit to pus with an 
odor resembling the colon bacillus mfections Skiagrams of 
the teeth revealed no dento alveolar infection As tune went 
on the di charge of pus cleared up but a mucoid material re 
sembhng saliva v as discharged m small amounts from the in 
cision and when the latter scabbed over this fluid dammed 
Itself back along the floor of the mouth causmg edema and 
tenderness of th pbca sublmgualis these si^ns subsiding upon 
removal of the scab and evacuation of the mucoid fluid No 
calculus was detected b) xra> A month or so later the patient 

A 1 fS g ry M > 1921 73 S27 
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and terminating 1 inch to ntJit of s>Tnphj-si> of jaw diindio 
sLin supertiaal fat and platjsma and exposing deep fascia 
Superficial xeins clamped and ligated Deep fasaa cap ule of 
saluary gland dixided and retractctl exposing gland itself 
Bj blunt dissection the gland xias freed on all sides e-xtemaljj 
the faaal artery xias encountered and drawn aside The duct 
of Wharton was txpo ed bj raiding the posterior border of the 
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ni\l hj id nus 1 nd was dnded J inch from the gland 
The platjsma and deep fa cu i ere closed ith interrupted 
sutu eb f 'no 1 chromic gut The skin ed es rvete appo ed 
b) a continuou suture of horsehair A rubber-dam dram wa 
placed in outer anje of wonnd Dr> gau e dre« mg 

Postoperah e Notes t6th da\ after perau n) 

Dram remo ed 



CASE n FRACTURE OF SEMILUNAR CARTILAGE OF 

KNEE WITH FRINGE PINCHING ABLATION OF CAR 

TILAGE RECOVERY 

H P MALE aged forty two machinist w as referred by Dr 
W Horace Means surgeon to the Bethlehem Steel Company 
with the history of having twisted his right knee while at work 
several months previous to the tune of the eTamination on 
August 12 1922 He now complams chiefly of sharp pam in 
the knee on extension and also of pain that keeps him awake 
until about 2 o clock m the morning Ph>sical examination 
only re\ealed a localii d spot of tenderness where the inner 
border of the ligamentum patelhe crosses the antenor edge of 
the articular surface of the tibia Damage to the internal 
senulunar cartilage w'as su^iected and exploration of the knee 
jouitwas adMsed 

Operation (August 13 1922) —Ether Honaontally curved 
inasion made through skin and fasos lowest point of convexity 
reaching to midway between patella and tubercle of tibia 
Flap dissected up Quadnceps tendons patella and ligamentum 
patehs divided m Z shaped manner the two resulting flaps 
being reflected with excellent exposure of the joint >tructures 
Examination of the mtemal semilunar cartilage showed that it 
was spilt at Its antenor extremit> and m addition there was 
flattening of two synovial vilh which lay upon the upper 
surface of the cartilage in a position to be pmched betw een it 
and the femur thus accounting for pain on extension of the 
knee The entire internal semiluiiac cartilage was ablated 
together with the hypertn^hied synovial membrane at its 
antenor extreniit> including the pmched and flattened villi 
Bleeding checked b> hot normal salme solution Z shaped flaps 
of quadnceps tendon patdla and ligamentum patelhe apposed 
andsuturedwithmterrupledsutuiesofNo 2chromicgut Semi 
lunar superfiaa! flap sutured with mtenupted sutures of silk 



returned with a small swelling at tLe site of tlie pieMous m 
asion On lanaog the swellmg seropus escaped which wben 
looled at in the pus basin mealed a few of the sulphur granules 
typical of actinomycosis infection Microscopic esammation 
showed the ra> fungus 
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used Patemt still 'walks with crutches Owing to the patient s 
excessive weight complete restoration of function is not ex 
pected before the end of the sixth month after operation 

Notes from Dr Means (December 22d — four months after 

operation) P isworkingasawatchman butwith seemmg 

difficult) He complams of a fairl) constant pam — made 
worse b) use — below the knee antenorl) and under the scar 
this pam prevents him from ascending steps in the normal 
fashion and forces him to ascend one step at a time He also 
says that he cannot bear his full weight on the ICo in the ful)> 
extended po ition but must parti) flex the knee He speaks 
of a weakness m the mtcmal aspect but sa)s the former pam 
over the mtemal meniscus has di appeared The leg appears 
swollen espeaall) above the knee but the patient states the 
evenmg swelling is not so great as formerl) The leg feel 
better ■when ti htl) strapped so I have ordered him an elastic 
bandage with a pad over the internal aspect of the knee 1 
bebeve his exce sive weight has a good deal to do with his m 
abibty to use leg his properlv and I hope b) plu<'gmg aw ay w ith 
bakuig high frequencv and massage we will attam the desired 
result 

Comments —Exploration of the kneejomt or explorator) 
laparotomy as it has been aptly termed is an operation that 
should be more frequently employed The Iivmg pathologv 
of this jomt has not been worked out so fully as that of the 
abdomen because there is still a tendency m the traumatic cases 
that drag along mto the subacute and chronic stages routinely 
to employ the time honored plaster of Pans fixation and crutches 
^\e recall a patient who had been treated by these measures 
without relief and whose knee upon exploration revealed ex 
tensive hypertrophic villous synoviUs excision of the involved 
porUon of the synovial membrane to ether with the hyper 
tropbed villi resulted m cure with excellent function (For 
full report of tb case see International Clinics vol iv 31st 
senes 1921 p 61 ) 

Another case emphasizmg the importance of free exposure 
of the jomt bv exploratorv arthiotomv m obscure cases is the 
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worm gut Rubber-dam dram inserted at each angle of wound 
betw een superfiaal and deep flap but not extendin into joint 
Copious drj gauze dressing appbed Limb securely banda ed 
from foot to hip 

Postoperative Notes (August 14th t«cnt\ four hours 
after operation) — Has had shatp throbbing pain in Inee ince 
coming out of ether Dressed Rubber drams remo ed much 
serosangumeous discharge on dressing from mesial subcutaneou 
dram Bucks traction (lO pound) apphed Ice<ap placed 
on knee Temperature 100 F pulse S8 

August loth (fort\ eight hours after operaPon) Pam less 
onl} has throbbing at mtenals Slept fairlj \ ell Bowel 
jnox ed b> enema Temperature 99^ F pul e 82 respiration 
2^ Girth of thighs 3 inches abo e joint Ri ht 21 inches 
left 20 inches Li ht diet 

Au'Tist 16th (third daj after operation) Pam and tender 
ness less Temperature 99 F pul e 80 re>-ptrauon 20 

•August 1 th (fourth daj after operation) Temperature 
98j F puLe 82 respiration 2’ Pam and tenderness les 
^\ound etammedand found clean moderate reactionar) swellin 
patella not floating girth'-'3 uches abo\e joint — 1 inch in 
crea ed 

August 20th (se\ enth dax after operation) Temperatu e 
98 F puLe 80 respiration 20 BoweU moied f eeh b\ 
calomel snd salts Stitches remo ed ieahag per p :mom 
throughout Buck traction remoxed Motion pre«ent and 
jamle^ 

August 23d (tenth da> aft r operaPon) Ivo pain on e 
tens on of knee as before operation Girth — 3 mches abo e 
jomt— J inch greater than left hmb Up out of bed on ch air 

August 23th (twelfth das after operaPon) I up and about 
on crutches Ducharged from hosp tal and sent back to 
Lebanon 

September I7th (fixe weeks aft perapon) Can flet knee 
to 3S degrees Ha had no pam on extension of knee sunilai 
to that which was present bef re opeiaP n There is sPU som 
edema of knee and ICo 'la sa e and pa e mopon ar bem*’ 
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the quadnceps tendon patella and bgamentum patella may 
be considered a rather formidable procedure m fact it does 
look fomudable at the operatmg table but the ivound heals 
promptly and without any pennanent injury to the joint 
Better than the imdhne inciston of Robert Jones howe\er 
IS the Z shaped method employed by Murphy which affords 
more satisfactory exposure of the deeper recesses of the jomt 

Objection has been raised to the transversely curved super 
fiaal flap on the ground that gan tene might occur when the 
flap is dissected to some distance above the patella Gangrene 
is not apt to occur however if one has the lowest point of 
coii\erity of the flap opposite the midpoint between the patella 
and the tubercle of the tibu and also if one takes care when 
raismg the flap to dissect the fat cJeanlj from the underlym*' 
deep fasaa and aponeurosis thus safeguarding the supei£aal 
blood vessels 

Immobiliaation m plaster of Pans is not indicated after 
exploratory aithrotomy of the Lnee provided the antenor 
crucial ligaments are intact for it suhtates against the early 
resumption of motion b> the joint Bucks traction is m 
dicated for about ten days to keep the synovial surfaces apart 
to counteract musde contracbon and to effect a compromise 
between absolute immobdiaabon and unchecked mobihty 

If hemarthrosis appears after operation earlj aspirabon 
should be done 
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following A machinist a ed eij,hteen jears stated that fi\e 
months preMous to admissiOD nhile at worL he jumped doim 
3 feet on to a planl which gave waj and he fasded oa hi> left 
knee which was thrown into flenon He got up and found 
his knee out of control and a lump appeared on the o tier side 
The joint soon began to swell He was put to bed for ten day? 
but no traction was applied At the tune of admission he is 
able to walk on the knee but it plays out it slips and throws 
him and remains swollen Something shps at the side and the 
patient goes forward if it goes back with a distmct click the 
patient is able to bend hia knee agam otherwise he cannot. 
Physical e.Tanimatioo showed no apparent swellm the land 
marks and bony promuiences were dear and distmcL There 
was a tenderness fa sickening sea atjoo) on pressure o^e^ 
the anterior third of the lateral surface of the external condyle 
less oxer the internal condxle still less oxer the b'^entum 
pate/he x'Rz) examination oegacrxe Exploratory operation 
rexealed on the outer face of the external condyle— j st below 
the outer patellar ndge — a fragment of cartila c toxered bone 
the ize and shape ofa small lima bean broken off and remamiu 
moxahle within the limits of a few fibrous band that held it 
against the femur Tbe synox a! membrane in relaPon with 
this fragment as a center was red and xelxety from imtabon 
there was howexer no e-xcess of sxnoxia m the jomt The 
cartilage coxered bonx fragment was remoxed Both semilunar 
cartila es were carefully e-xamined but f und intact 

If one should start out w th a p econcened diagnosi> of 
mjury to a erodunar cartila e make the usual limited and 
confined incis on for the remo I of the latter and not find 
the cartilage definitely injured one xrould hax e to dose and then 
male the free expl ratorj arthrotomj 2 nasioD Again as 
pointed out by Snuth a true lesion of the eniiJun r c tdage 
may be assocuted with tear m the anten r cruaal h ament 
It IS therefo e coccei wble that blation of th semilunar 
cartila e alone xnthout fiirth r exploration has been re«p nsible 
fo a certain numbe of failures e en when a tom semilunar 
was» definitelx repaired (Ro Berg ) 'fillme phttmg of 



CASE HI METASTATIC CARCINOMA OF CERVICAL 
LYMPH NODES WITH HYPERALGESIA ABLATION 
WITH RESECTION OF INTERNAL JUGULAR VEIN 

J S MALE aged fort> one cabinet maker referred bj Dr 
J L>tui Mabaffej of Camden New Jersey on April 29 192’ 
stated that for tweHe year lumps have been appearing first 
low down in the left side of the neck becoming hard and sensi 
Uve and later extending upward along the left stemomastoid 
muscle gradually mcreasm" m size He has had an attack 
of tonslhtis but his throat feek raw and smarts and there 
IS a sensation as though there were constantly something to 
raise He has no nose or ear trouble There is no expectoration 
nor is there any loss of weight 

Physical examination of the left side of the neck reveals 
along the carotid sheath a chain of hard nodes enlarged to the 
size of beans while low down above the clavicle there i a hard 
fixed node the size of a lar<'e grape These enlarged nodes are 
characterued by great sensitiveness both to the lightest touch 
of the fingers and to the pressure of the clothing No areas of 
softening are palpable m the nodes and there are no fistula 
A skiagram of the chest was made and tuberculosis was reported 
althoUjjh there ate no active pulmonary signs of such a lesion at 
the present tune The blood \\ assermann reaction was negativ e 
There i a healed scar on the left side of the neck 2 inches long 
from a previous operation 

This patient had been operated upon elsewhere about a year 
prevnously and while some of the enlarged nodes were removed 
a small cluster over the middle of the carotid sheath was left 
remaining being conswleied inoperable It was the hyper 
sensitiveness of thi cluster that led the patient to seek further 
operative measures 

Operation (May 16 1922) Ether —Sand bag beneath 
shoulders head turned to right L shaped inci ion along an 
tenor border of stemomastoil muscle and then outv ard par 
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Surgical dissections m the neck ate much simplified by free 
masion and free exposure It is after the deep cervical fasoa 
IS freely divided and retracted that the deep structures of the 
neck so beautifully reveal themselves To obtain free exposure 
and avoid bhnd dissection it may be necessary m some cases to 
divide the diagastnc omohyoid or even the stemomastoid 
muscle but provided these muscles are sectioned distal to 
their motor ner\es and carefully sutured no harm is done 
and much annoyance and time are saved In the goiter opera 
bon the infrahyoid muscles are divided with impunity and so 
are the recb m transverse abdommal inusions That chief 
disturber of the surgeon s composure — the mteraal jugular 
xein — maj be hgated and resected with the tumors without 
speaal danger and with relief from much anxietj It was 
interesting to note the ballooning out of the common carobd 
artery after rehevm-^ the pressure and the effect of stimulation 
of the vagus An excellent arbcle on tuberculous cervical 
adenibs by that master surgeon John H Jopson appeared 
m this pubheabon last >ear (Surgical Climes of North Amenca 
Philadelphia Number February pp 187-197) 
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allel with claMcle and just abo\e it Flap of skin and fasm 
dissected upward and turned back on itspostenor hinge Stemo 
mastoid muscle retracted erposing carotid sheath Posterior 
belly of omohjoid divided to obtam a better exposure Carotid 
sheath opened A mass of nodes the size of a large grape was 
found adherent to the contents of the sheath and compressm 
them w hen dissected from the common carobd artery the latter 
expanded to twice its on<niiaI diameter UTule dissectm the 
\agus nerve from the mass it was noted that the pulse beats 
slowed down SO per cent at once re umin their former rate 
when the nerve was free and no longer subjected to trauma 
Commg now to the mlemal jugular vein it was found impossible 
to dissect the mass from this structure therefore the vem was 
hgated above and below the mass resected and removed with 
the latter The large subclavncuiar mass was removed and on 
section found firm and gnstl> After removin whatever 
smaller nodes remained the posterior belly of the omohjoid was 
sutured and the wound was closed rubber dam drama e bem 
inserted beneath the superficial flap 

Postoperative Ifotes (Jfay 23d — seventh daj after operation) 
— Stitches removed healing per pnmem throughout After 
operation the voice had been reduced to a whisper but it is 
now returning The patient can turn his head in all directions 
without any pain 

August 2d — (two and one half months after opera&oo) 
Patient states he has gained 18 pounds since the operation 
and that his voice is gradually re auung its former depth of 
tone 

Comments — The most striking feature of this case was the 
exqutJte tenderness of the ailaiged lymphaodes the h htest 
touch of the finger caused the patient to wince the weight of 
the clothes caused almost mtdeiable pain and at m ht restin 
upon the left s de prevented sleQ) In the absence of infiammation 
this tenderness is explained bj the ten eness of the capsules 
and deep cervical fasaa while the pain that radiated to the 
shoulder and that was relieved bj emoval of the tumors was 
due to pressu e upon the third and fou th cervical nerv es 



CASE IV UNUNITED FRACTURE OF RADIUS (LEFT) 

AUTOGENOUS BONE GRAFT INLAY DEFECTIVE OS 

TEOGENESIS FRACTURE OF GRAFT 

\\ L UALE aged fift> one steamshovel eiKnneer was re 
ferred b> Dr W Horace Means surgeon to the Bethlehem 
Steel Companj Lebanon Pennsylvarua on Ju!> 6 1922 This 
patient received hi injury on No\anber 21 1921 while usmg 
an air compressor the hose sudden!> became wrapped around 
his left forearm o eNtrejnel) supmatmv the hand a to fracture 
the lower third of the radius and the st>loid proce s of the ulna 
The defonnitj was reduced immediately but after a few 
da>s it recurred and six da>s after the acadent a Lane plate 
was apphed Two months later the patient complained of 
pain at the site of fracture a skiagram revealed absorption 
of bone around the screw and the plate was therefore removed 
on Januar> 2/ 192'> at vvhi h time there wa firm union of 
the fragments There was now found partial ankjlosis of the 
shoulder elbow and wri t joints which wa treated b> bak 
m and massage On or about Ma> IS 1922 the patient noticed 
a prominence of the head of the ulna evidently due to ab oip 
tion of the callus between the bone end permittin the radius 
fragments to override In February 19'^'’ the patient was 
gi\ en OX) hodids owing to the presence of a 1+ posit e\\asser 
mann reaction 

Physical examination of the left upper extremitv reveals 
that the left hand rides up on the rad us makin*' the ulnar 
styloid process more promment Palpation of the radu de 
tenmnes an angular defonnitv at the junction of the lower 
third w th the upper two thuds the apex of the angle facing 
the ulna there is also preternatural mobiiit) at thi site Sen 
sat on alon the dorsum of the thumb i impaired and ince 
the njury the patient has had pain about the head of the ulna on 
motion (ununited fracture of styloid process ) Skia ram 
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tibia a bone graft of suitable size and with periosteum attached 
was obtained m order to make a ti^ht fit this graft was cut as 
much wider than the bone fragmoits removed from the radial 
slot as the combmed width of the edges of the twm saw blades 
One end of the inlay graft was beveled and driven down into the 
cancellous tissue of the lower aid of the radius the other end 
was beveled and placed m the medullary canal above the slot 
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% hile the intermediate potbon rested m the slot and was 
secured by kangaroo tendon ted around the bone and over 
the mla> The per osteum with overlym*' mu des and tendons 
sbll attached was sutured over the «»raft area after insertm*' 
bone crumb (separate foa of osteogenesi ) between the pen 
osteum and the graft and between the end of the radius frag 
ments The skm edges were appioTimated with a contmuous 
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(Fig 62) repeal angular defonmtj absorpUon of callus and 
pseudarthrosii TVassermaimreactionposiUse 1 + 

Operation Qulj 25 1922) Ether -Inosion of 4} inches 
along radial border of radius but not through p e\ious opera 
tion scar Tissues retracted e:!g>osmg radius the ends of the 
frugmeats were found displaced toward the ulna and sh htlj 
o%erIappin There were pseudarthrosis between the enA and 
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at oph^ tthel tte b tabo\ethe d ftheproxim Ifra'Tnent 
a Dia of callu w lound The p e d th o wa exci ed 
the fragment we e placed end to end an! with the Albee 
motor sa (t m bl de ) a slot about 3 m hes long and ^ inch 
wide was cut Ion th dial border of both fra<Tnent pre- 
paratory to the m rti n of an ml \ bone graft Th esulting 
len ths of bone i ere rem ed from the si t and p t aside in 
saline soluuon to make bone crumbs out i From the left 
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conical but the medullary canal for a distance of inch from 
the end is obhterated and filled with sclerosed osseous tissue 
the latter hew ever is an absolute contiaiudicatiorv to the use 
of metal plate which might hold the ends in alinement until 
doomsdaj without union re ulting while in the case of the 
bone graft the medullarj canal is opened up when preparmg 
the gutter and the mla> graft m stlu ooimanly conduct healthj 
and VI orous bone cell from the unmvoUed portion of the 
medulla and endo teum to the site of fracture Likewi e work 
in agamst us was fracture of the graft altbou h this occurred 
remote from the operation at a tune when mtemal fixation is 
usually no longer so viUl and fractures of these grafts fre 
quently heal therefore serving to stimulate rather than retard 
callus formation between the bone end themsehes That 
the 1+ Wassermann reaction was an unfavorable factor cannot 
be gainsaid for lues m ome manner doe adversely influence 
the nutrition of bones although m this patient the tibial gutter 
from which the graft was obtamed filled up with new bone in 
the usual average time of from four to six weeks The patient 
was given a course of antiluetic treatment before the bone 
graft operation was undertaken and under these conditions 
It was not thought mad isable to operate in the Sa e of only 
a l-h Was ermann reaction This entire subject of imperfect 
regeneration of bone oBers a fertile field for mvestigation 
In th s case if after a not too prolonged period of unmobihzation 
and constitut onal treatment umon does not result the question 
of reoperation with the m ertion of a much longer inlaj graft 
will be taken up 

Note (Februar> 15 1923) — A skiagram taken toda> after re 
moval of the fixation qihnt reveal apparent union with excel 
lent alinement of fragments 
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interlocking suture of I plain gut \o drainage was em 
plojed A game dressing was applied and o\er it a copious 
Ia^ er of cotton was placed the nhole being encircled b\ a gjpsujn 
case cTtending from the base of the thumb up to the seiruflexed 
elbow A padderl internal angular splint was then applied so 
as to fix the elbo\ joint The forearm was su pended from the 
neck bj a triangular sIukt It should be stated that before 
appljmg the dressing the fractured and ununited stsloid proc 
ess of the ulna \ as reino\ed th ou h an ina ion oser the head 
of the ulna 

Postoperatire Notes (September 16 192’— -scsen weeks 
and four dj>s after operation) — GjTJsuni case remo ed The 
radius fragments and graft arc apparently firmly united the 
skiagram (F 63) shows these structures in good po lOon 
\ ucca board splints applied 

December 1 1 19” (four and a half month* after operation) 
Exanimation of left fjireann shows dt tinit crepitu skiamm 
re\cal fracture of graft and disturbed alinement of fr gment 
Double metal splints applied immobiliaing the wrist joint and 
diaum lactateand cod liter oil pushed Pam at head of ulna 
which was due to the fractured and ununited styloid process 
h not been present since the latter was remo ed Injections 
of neo-arsphenamin re bemg c ntinued 

CoQimeots — In the Piilade/ptia number of the Sur^icaJ 
Clinics of \orth Amenca for February 1922 (\d] 2 No 1 
pp 2/1-27/) we presented 2 cases of ununited fracture f radiu 
and ulna in both of which lb same operatite procedure was 
employed t ith etceUeut n^ult hhouJd the case herewith 
pre ented not ultimately esuU m union it would fall into the 
cate ory of 19 1 per cent failu es with the mlay method of 
which ^103^ ilham from an anaiysi of all graftings reported 
in the literature to ether with the results obtauied f om a 
questionnaire st tes that w th the inlay method 80 9 p r cent 
are succe sful orking agamst us we had t ophy of the end 
of the bone whi h k> well shown m the kiaoraro (F 62) 
where not only is the p onmal end I the di tsl fragme t 
K I tS rsa> Sep Ribe 19 1 1 2S6 



CASE V NEUROMA OF HUSCOLOSPIRAL NERVE ABOVE 
ELBOW NEUROLVSIS 

M S MALE laborer aged fif^ four was referred to us by 
Dr W H Means surgeon to the Bethlehem Steel Compan> 
Lebanon Penns>l\ama on October 1"^ 1922 On Jul> 6 1922 
the patient caught his nght arm between a movmg belt and a 
pullej crushing the arm contusuio the shoulder and luxatmg 
the head of the radius Inspection soon after the accident re 
\ealed a brush bum of the arm and subcutaneous ecchymosis 
m the middle third of the am while palpation detected for%vard 
luxation of the head of the radius It was evident that all 
tissues of the upper arm from the skin to the bone were more 
or less crushed as the patient could not flex the elbow sensation 
and motion were lost in the distnbution of the median and 
musciilospiral nerves to the forearm and hand and sensation 
was Unpaired in the digital distnbution of the ulnar nerve 
Smce the acadent the median and ulnar nerves have recovered 
themselves 

Physical examination of the nght upper extremity reveals 
bnutauon of motion of the finger and wrist jomts mabilitj 
to extend the finger wnst to rotate the radius to flex the 
forearm or to move the shoulder joint without rotation of the 
scapula (anky losis of shoulder jomt) There is dystrophy of 
nails of thumb mdex and middle finger and there is also drop 
wnst There are no disturbances of sensation except in the dis 
tnbut on of the radial nerve where sensation is lost More 
complete and detailed neurolo^c tests were earned out by 
Dr Charles S Potts who agreed that there was compression 
of the musculospiral nerve above Oie elbow and that explora 
tion of the nerve v as justifiable 

Operat on (October 18 1922) —Ether Usual mcision made 
for exposure of musculospiral nerve m the lower third of its 
course Working down in interval between brachioradiahs later 
ally and biceps and braduaUs mes ally the musculocutaneous 
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and forearm in that the> are fiUmj, out markedlj The patient 
has as jet no ^oluntarJ control of extension of the fin ers or 
the wn t or of flexion of the forearm 

Comments — ^This man via fortunate m that the entire 
upper extremity was not a\ul ed The nature of the trauma 
was such as to exert a crushing force but traction as well as 
the result of the former the musculospiral nerve was cau ht 
between the vulneratm<^ a«ent and the bone and severelj m 
jured while the traction resulted m a partial stretching of the 
brachial plexus espeaally involving the musculocutaneous 
nerve thus accountm,, for the patient inabihty to flex the 
forearm through the action of either of the flexor muscles 
The median and ulnar nerve underwent a mild degree of com 
piession and recovered them elves within a reasonably short 
tune The musculospiral nerve was severely compressed not 
only by the initial trauma but by the subseciuent formation 
of scar tissue At the operation it was diflirult to determine 
whether or not to resect the neuroma and perform end to end 
union of the nerve ends so we deaded to rest content with the 
measures that were adopted reserving the more radical pro 
cedure until the postoperative recovery or non recovery of the 
nerve was evident 

A whole mass of hteiatuie has accumulated from experience 
with war wounds of nerves and some remarkable results of 
prmary suture have beei reported Thus Wirth record a 
case in which a median nerve completely severed by a piece of 
glass was sutured at once In two days there was distinct 
improvement m some of the movements controlled by the 
median nerve e g better flexion at wnst much better prona 
tion less impairment of opposition and in abduction of thumb 
There was hov ever still mabibty to flex the terminal phalange 
of thumb and index In six weeks almost complete return of 
normal muscle power was evident the gnp however remaining 
somewhat weak Sensation showed little improvement fwo 
months after injury trophic chan«»es were noticed m the thumb 
index and middle finge s 

B t h M 1 J 
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nene -was encounteied and drawn aside and the inusailo-piral 
ner\e was come upon surrounded b\ and embedded in scar 
tissue and the seat of a neuroma about 4 inches abo%e the line 
of the elbow jomL The nene was freed from the scar Usaue 
surroimdmg it and multiple ma ion were made throu h ti 
cicatnaal covermg of the neuroma and parallel with the Ion 
axis of the nene The neuroma and adjacent portions of ti 
nene were then buned m nearbj mu cle ti sue and the wound 
was closed without dramage Another incision was made more 
mesiallj from shoulder to elbow o\er the bicep muscle and 
the belJj and three twidons of the latter as well as the upper 
port on of the siusnilocutaneous nene nere examined to de 
tenmne the cau e of the patients inabihtj to flex the elbow 
butnothm amiss was found The wound was closed Mampu 
lations of the finger wrist and shoulder jomts were now 
earned out until satisfactory passne motion was obtained 
The wound were d essed the wnst supported in e-ten ion 
by a cock up splint and a sting w s appLed to the forearm and 
hand suspending the latter from the neck Course of electnc 
applications ordered 

PostoperatiTe Notes (October 25 192’— se en d ys after 
operation) — fNounds expo ed sutures removed heain ptr 
pTimam through ut 

December 22 1922 (two m nths after operation) Letter 

f om Dr "Means TVlth regard to S I am sorry to sav I 

can detect very little imp ovemeat The drop-wnst is still 
present and the exten ois f the wrist and fia ers are more 
atrophied The biceps ref es to function and the houlder 
girdle shows atrophic changes Howe r the arrival of the 
electnc appar tus which I b he e so essential in his ca e ha 
been delayed due to eason bey nd my cont ol I feel that 
after I ha e u ed this apparatu on him for se eral months 
there will be a noticeable impro ment 

January 16 1925 (three months after pe ation) N te 
from Dr Means I h ve been u mg the electnc appar tus 
{ r several weeks now and heady the e is noticeable im 
provement m the nutnt on of the mu cles of the houlder ‘ordl 



EXHmmON OF CASES CASE VI BONE BLOCK OF EX 

TENSION OF FOOT DOE TO FRACTURE OF ASTEAGA 

LUS 

H S MAT.T aged t\vcnt> fi^e devator constructor was 
referred to us on December JO 1922 by Dr A S Ross Chief 
of the New Jersey Rehabilitation Cluuc Camden New Jersey 
for an estimate of the degree of disability On June 14 1922 
a chain broke m the elevator shaft and the patient who weighs 
222 pounds fell a distance of 4'> feet landing mainly on his 
feet He was taken to a hospital where he remained about 
two weeks 

Physical eTammation of the patient as he walks into the 
of&ce shows that the right foot is held in a sem eqninu po 
sition With shoe removed and both feet on a chair it is evi 
dent that the n^ht foot is held m a greater degree of flexion than 
the left The patient is unable actively to extend the foot be 
jond this degree nor can the degree of extension be decreased 
by passive manipulations Motion m Chopart s joint is normal 
in extent The tendo achiUis is taut The skiagram (Fig 64) 
rev eals a \ erucal fracture of th astragalus just behmd its mid lie 
vith depres ion of the postenor fragment about i inch As the 
result of this depression the antenor fragment i left abutting 
against the anterior border of the inferior articailar surface of 
the tibia thus explamin„ the semi equinus position of the foot 
and the inability of the patient to overcome it The skiagram 
of the left foot show s an oblique fracture of the postenor portion 
of the low et end of the tibia but with umon m good position 
Commeots — fhis patient fell a distance of 4’’ feet lan ding 
wnth his 222 pounds on both feet on a concrete basement floor 
receiving m the right foot a fracture of the astragalus and m 
the left a fracture of the lower extremity of the tibia a difference 
that is doubtless due to the pos bons the feet were in when the 
patient landed upon them the nght heel bem<^ nearer the ground 




NTUROMA or MUSCULOSPIBAL NERVE ABOVE ELBOW 210 


the arthrotomj — a measure that i so essential m rapidK re 
stormg motion in these cases 

As to the amount of permanoit and total disabihty a 40 
per cent estunate was made based upon the present condition 
of the feet without treatment upon the patient s great weight 
and upon his ahihtj to earn a hsehhood by any vocation that 
he jni ht be able to take up With operative and other measure 
this disability could probably be reduced to less than 2S per 
cent He was awarded 45 per cent 
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than the left The comnuni result of such a fall j an impacted 
fracture of the os calcts 

As to the treatment the obvious procedure arthrotom) of 
the aniJe joint shavin^ donn the upper surface of the anterior 
fragment to the level of that of the posterior fragment of the 
astragalus thu rehcviDg the bone blocX and permittm a 



F ^ 6i —Fra t f ra^l h ghdfnot>h block xU 
t b foot h I g 

tension f the f t upon the le The iihole ast a alu e en 
could be ren \cd th the p omi e fe client function ult 
iBg Sh uld th op rat n be unduK postponed it m v not 
be poss We — eien though th b ac block be remo cd— t ex 
tend the foot v thout perfo mm m dd b n Z hap d di 
vision of the tendo a hilh S ch a ten tomv howe r would 
dela> the earlj m titution of active nd p e m bon aft r 
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the arthrotomj — a measure that is so essential in rapidlj re 
storing motion in these cases 

\s to the amount of permanent and total disability a 40 
percent estimates as made based upon the present condition 
of the feet without treatment up>on the patient s great weight 
and upon his abilitj to earn a h\ehhood by any vocation that 
he mi ht be able to tahe up With operativ e and other measures 
thii disability could probably be reduced to less than 25 per 
cent He w as awarded 45 per cent 




CASE vn. MULTIPtE CHONDROHATA OF HAND SAR 
COMATOUS degeneration (?) OF ONE CHON 
DROMA 

G H MALE aged seventeen years was referred to us for 
consultation on January 8 1923 by Dr W Horace Means of 
Lebanon Pennsylvania The patioit complained of swellings 
of th middle and filth metacarpal bonM of the right hand 
which have been present since infancy The swelling of the 
fifth metacarpal bone has increased rapidly m size of late The 
skiagram (Fi^ 65) at once shows the conditions present Ir 



F g 65 — M It pi li d mata 1 h d Th t m m Ivi g th fifth 
tn t4carpal pa ly mat gn t 


re^nilar shadows are seen in some of the phalanges and cortico 
medullary changes in some of the tnetacaipals. It is the fifth 
metacarpal however which because of its rapid increase m 
size of late has brou ht the patient to the surgeon for relief 

Comments — Cbondromata are frequently situated m the 
metacarpal bones and pbahmges of the hand where they are 
usually multiple and anse from the They are very 

likely con<^enital m ongin 

tVhat to do in the case before us i fairly obvious The 
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largest and most troublesome tumor is that ui\oIvmg the fifth 
Tnetacarpal bone Ofthefi e metacarpaU m the hand the fifth 
situated as it i at the ulnar border js the one most exposed 
to trauma The paboit states that the sweJJin of tie fifth 
metacarpal has rapidlj increased m size of late That means 
that it has no doubt been traumatized and at once sug esb 
mahgnant transformation into chondro-osteosarcoraa buch 
a case in\ ohing the lodet finger was reported m this publication 
hj G P Muller ‘ It IS therefore urgentiv incumbent upon us 
to adM e disarticulation of the fifth digit at the carpometacarpal 
joint The patient a ould be much safer without this \er> sus- 
picious tumor and when using the hand w uld hardly miss the 
little finger After remoxal of this di«it its neoplasms could 
be examined hi tolo'ucaUj — that of the metacarpal to determine 
the presence of rnah^nant tiansformation and that of the p oti 
tnal phalanx to fix the character of the neoplasms of the other 
digits We do not consider it nu e is the5e ca e5 to reane a 
portion of the tumor for micro cc^ic examination fo fe of 
stimng up metastases m thi case in particular the tumor of 
the fifth metacarpal has f acted to recent tr ma b> rapdlj 
uicreasio in sue and the added trauma iD%ohed in r moim 
a specimen ma release a horde of malignant cells to run amud. 
m the bod> The sLia ram too shows that the cort cal shell 
of thi tumor i almost broken through at one spot The tumor 
iniohifl the third nietacarpaJ does n t look acli e n r i* it 
exposed to trauma like that of the fifth As for these remauur 
neoplasms a watchful waiting polio should b ad pled as t 
is not unlikely that thci groi th will be checked and e\ n that 
the> will unde go inyolution w th the cessation of the m tabohc 
actmty of the cartilages further alon in this joung mans 
adolesc nee 

S gical a fs f N rtk Am ca X)l J N 1 F b ry 1922 pp 
I6I Il5S 
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PEK^SYt\ANiA Hospital 


CASE L PERFORATED DUODENAL ULCER 

The first case we are operating upon this momin<» is that 
ot a woman fiitj two >ears oi age She is xnatned and was 
admitted with the cbagnosj ol gall bladder disease and pre 
sents the following hi tOT> 

Patient states that she was relati\ely well until December 
5th when she was seized with sudden severe pain m the epi 
astnum and right h>pocondnum radiating occasionally to the 
nght shoulder She tales that she has been shghtlj jaundiced 
on several occasions but never markedly so at any tune She 
eructates much -jas has frequent attacks of heartburn with in 
digestion and is chronically constipated She loes not asso 
ciate pain directly with tie taking of food has vomited three 
or four time each day smee the onset of her acute trouble 
and complams of anorexia vertigo and dyspnea on exertion 
She states that she ha had many attacks similar to thi one 
since 1916 but never so severe in character Pnor to that date 
she had suffered from flatulent d> pepsia and right upper ab 
doimnal pain at irregular and longe interval She has been 
married for thirty years has had 8 children t of whom are 
hvin<» and well 1 d ed of menin Us There is no historv of 
nusca ri es or abortions Menstruation be an at seventeen 
years of age was always regular and normal m character until 
her menopause eight years ago No hi tory of tuberculo is 
or mahgnancy m family 

She has been m the ho pital for fi\e days and was shghtly 

febnle until yesterday her temperature ranging between 100 F 
and normal Blood examination Hemoglobin 95 per cent 
red blood cell 4870000 leukocytes yesterday were 11200 
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Unne negative excqit for a trace of aJfaumw and many pus- 
cells on first examination but three subsequent examinations 
were negaU\e There is no evideiice of bile in the unne nor 
has she ever had any urinary symptoms and she has not been 
jaundiced smee admission to the hospital There is nothing 
worthy of note m her physical examination other than that 
of the abdomen and heart She presents the characteristic 
signs of a fairly well compensated aortic regurgitat on She 
has 3 Com an pulse with a sbgbt presystohe thnlf at the apex, 
rhe second sound at the aortic area is soft short and blowin 
in quality The second pulmonic and second apical sounds 
are doubled The abdomen is tender and moderately rind 
o\er the whole of the upper quadranL There is an easily pal 
pable mass in the region of the gall bbdder We have not sub 
jected her to a gistro-mtestmal x ray study because of the 
acuteness of her sj-mptoms We do not feel tertam as to the 
diagnosis in this case Her simptoms niU fit pretty well into 
the clinical picture of a chronic gall bladder disease compheated 
by an acute hydrops or empyema of that viscus I think we 
can eliminate the possibii ty of acute renal or penrenal infection 
The presence of a duodenal or pylonc ulcer with a low leal 
is a strong probability in the differential dia<mosis and I feel 
cannot be excluded without x ray study but her history is 
more su^estive of cholecystitis The e i^ no history of a p e- 
vious typhoid or influenzaJ infection which ne always record 
as an impo tant factor in the etiology of gall bladder disease 

In view of the patient s cardiac condit on ether is certainly 
the anesthetic of cho e and prcfiminaiy to her anesthesia she 
was gi en 1 gr of mo phm sulphate and l/l^O gr of atropm 
hypodermically 

We give routinely to adults the hjpodennic of morpiun 
and atropm half an hour befo e anesthesia no matte what 
the anesthetic i to b ^\e e convinced that t induces a 
more recepti e mental attitud on the part of the patient tb t 
it lessens the amount of anesthetic necessary that it gives a 
mo e even and agreeable anesthest and re tion is less un 
pleasant and mo e plaad 
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The field of operation has bera prepared with tincture of 
lodm (pharmacopeal strength) and then cashed with 95 per 
cent alcohol This patient is a ^ort square chested individual 
with a wide intercostal angle and a thick abdominal wall We 
will open the abdomen through the transverse incision as de- 
scribed by Moschowitz which I m this type of case gives 
a better exposure than vertical uvasvon It » certainly mote 
easily do ed and 1 do not beheve there is any more danger of 
hernia after its u e if a careful and accurate anatomic appo i 
tion IS obtained m its dosure The diagnosis is a walled off 
perforated duodenal ulcer rather than an acute infection of the 
gall bladder There is a large mdurated ulcer just beyond the 
pylorus m which there has been a small perforation surrounded 
with considerable plastic erudate and no generahzed extrav 
asation of contents There i no evidence of gall stones or 
gall bladder or duct mvolvemcnt other than that of a pencystic 
mflammation which would be readily accounted for m such a 
dosely related process We wdl invert the ulcer with a senes 
of broad imbncatmg mattress-sutures of linen thread which will 
obstruct fairly completely for a tune the food earned over the 
ulcerated area and will help to divert it tbrou h the new opening 
in the stomach made by doing a no-loop postenor gastrojejunos 
toni> and we believe that it is an essential step in the success 
ful treatment of these lesions We mak** this a part of the routine 
procedure except m the late cases where the patient s condition 
IS vn exiremts In these cases wheie penlomtis is diffuse haste 
IS imperative and nothmg more than dosure of the perforation 
with drainage should be attempted Where there has been much 
extravasatiin of duodenal or gastnc contents and pentoratis 
IS marked drainage should be gained through a suprapubic 
stab wound with a rubber coveted gauze dram or a soft rubber 
tube leading into the pelvic pouch with or without a rubber 
covered gauze dram throu h the operative incision If this is 
mdicated care must be observed in placm^ the dram away from 
the closed perforation for fear of inviting subsequent leakage In 
thi case dramage is not indicated Our anastomosis is com 
pleted and >ou v ill ob erve that bj the no-loop operation we 
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Unne negative except for a trace of albutnm and many puj- 
cells on first exa m i n ation but three subsequent examinations 
were iiegati\e There is no evidence of bile in the mine nor 
has she e\er had any unnary symptoms and she not been 
jaundiced smce admission to the hospital There is nothing 
worthy of note in her physical exammation other than that 
of the abdomen and heart She presents the characteristic 
signs of a fairly well compensated aortic regurgitation She 
has a Com an pulse with a slight presystol c thnU at the apex. 
The second sound at the aortic area is soft short and bhms 
in quality The second pulmonic and second apical sounds 
are doubled The abdomen is tender and moderately n®id 
over the whole of the upper quadrant There is an easily pal 
pable mass m the region of the gall bladder U e ha\ e not sub 
jected her to a gastro-mtestinal x ray study because of the 
acutene s of her symptoms We do not feel certam as to the 
diagnosis in this case Her symptoms rs-iU fit pretty well into 
the clinical picture of a chrome gall bladder disease compheated 
by an acute hyd ops or empyema of that viscus I thinh we 
can eliminate the possibtl ty of acute renal or peruesal infecQoa 
The presence of a duodenal or pylonc ulcer with a slow leak 
is a strong probability in the differential dia<mosis and I feel 
cannot be e. eluded without x ray study but her hi tory is 
more suggestive of cholecystitis There is no history of a pre- 
vious typho d or influenzal mfection which we always re ard 
as an important factor m the Uology of gall bladder disease 

In view of the patient s ca diac condit on ether is certainly 
the anesthetic of choice and prelunmaiy to her anesthesia she 
was gi en gr of motphm sulphate and 1/1^0 gr of atropin 
hypodermically 

We give routmely to adults the hypodermic of moiphm 
and atropm half an hour before an sthesi no matter what 
the anesthetic is to be We ar convinced that it induces a 
more receptive mental attifud on the p t of the p tient that 
It lessens the amount of nesthetic n cessaiy th t it give a 
more even and agreeable anesthesia and acti n is less un 
pleasant and more placid 
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treatment of these cases Man> of them who hi\e had a skil 
fully performed operation ha\e continued trouble or if relieved 
of s>Tnptoins for a time have them recur later because both 
surgeon and patient have been neglectful m carryuig out the 
proper dietetic and hygienic regime necessary to complete re 
covery A long convalescence m this respect 1 necessary and 
these patients as soon as they begin to feel comparatively well 
after operation (which they soon will) then become careless 
and commit dietetic indi cretions with the usual unhappy re ult 
and in many cases all because they have not been instructed 
how to intelligently care tor themselves or have not been suf 
fioently impressed with the importance of it The operation is 
only a part of the treatment and after the patient has recovered 
from it he is better for being in the care of an evpenenced 
gastro enterologist for the after management 
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mean that the jejunum is caught as closelj to the ligament of 
Treitz as i possible mthout causing tension at the site of anasto- 
mosis which IS isoperistaltic StncUj speakin* there are per 
haps 2 or 3 mches of jejunum proxiraal to the stoma The open 
mg m the gastrocohc omentum has been sutured mth interrupted 
sutures of catgut to the gastric wall inch ana) from the line 
of anastomosis This precludes the possibiht) of hernia mto 
the htsrr peritoneal camtj The after treatment of this patient 
mil consist m placmg her in the Fowler position and gnin 
contmuous enterodjsi of o per cent solution of glucose and 
2 per cent bicarbonate of soda Sm U quantities of water b) 
mouth will be gi'en at the end of Inent) four hours if nausea 
has ceased and after forts eight hours pJam albanun water 
(without oran e or other froit juice) and on the fourth to the 
se\enth da\ peptonized nuB. junhet custard and soft *5* 
with a full soft diet f omtheleothtothefourteenthda) Dunn 
the fint tort} -ei ht hours after operauon noTphm mUbep ea 
in auiScient dosage to rebete her of pom and to induce a fair 
amount of sleep If there are no sjTnptom to ind cate an c rher 
mspection her wound will be dres ed on the nmth or tenth da) 
when the stitches wilf be removed H t water should be gi n 
freel) when the patient has begun to tale soft and ohd food 
a glass half an hour before and oo or two hours after feedm^s 
is distmctl) advanta ecus m prcvenlm regumtalion and dis- 
comfort and encoura es a more prompt mptiing of the stomach 
The upnght po ition after meals al o faaUtates Uu j st as 
does the Fowl r po tion tnunediatel) after operabon The 
h)-peracid tendencv on (he part of these p bents i first m t with 
an ea il) di sted high protein diet gi en at frequent f edm 
and if this Is not suffiaent alkalies a e dded A stnct diet mu t 
be adhered to for wt t eh e months at least Mo t of the^ 
pabents ar consbpated and it \ ry impo tant to o rcon e 
or avoid this nd U n as it is frequentl) responsible for e 
gurgitation and dist es dunn the n alcscence before the> 
have had a chance to become adju ted to the new ph)-siol g> 
of their di esU e m chanism 

\\ e are apt to pa) too I ttle att nuon t the po top rat 
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The second case is that of a mamed woman thirty five years 
of age whose chief complaint on admission was pam m the right 
upper abdomen She does not remember having had any senous 
lUness and has never had an operation Since 1919 she has had 
attacks of mdigestion manifested by discomfort in the epi 
gastnum (not real pam) constipation headache gaseous sour 
and bitter eructations usually accompanied by nausea and 
vormtmg with rehef These attacks ha\e occurred about two 
or three months apart Her present ilbess began two weeks 
ago With acute mtenmttcnt pam over the whole of the upper 
abdomen with much gaseous eructation She was constipated 
and tool a salme cathartic and fdt better on the following 
day resuming her work Twenty four hours later she was 
seized with mote severe pain which was cohcky in character 
At this time she was mudi nauseated and vomited several 
times The pain became localized to the right upper quadrant 
She did not notice any jaundice prior to her admission to the 
hospital There is riothing of significance m her soaal or family 
history On admission to the ho pital her temperdture was 
100 F pulse 100 and respirations 26 She was shghtly but 
defimtely jaundiced Unne was negative except for a trace of 
bile Blood Hemoglobin 80 per cent red blood cells 3 750 000 
leukocytes 12 800 coagulation tune three mmutes There were 
no abnormal findings m her physical examination except m the 
abdomen which was distinctly tender and ngid over the whole 
of the right upper quadrant with a rounded smooth ma ss which 
moved with respirations and was rasily palpable We felt 
that this mass was an acutely mflamed distended gall bladder 
and if she were kept quietly m bed with heat or ice over the 
abdomen with enough morphin hypodermically to relieve her 
of pain continuous enteroclysis and litUe or no fluid by mouth 
the attack would subside 
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CASE n ACUTE CHOLECYSTITIS-CHOLELITHIASIS 


The second case is that ol a mamed woman thirty five years 
of age whose chief complaint on a dmis sion v, as pam in the nght 
upper abdomen She does not remember havmg had any senous 
lUness and has never had an operation Since 1919 she has had 
attacks of indigestion manifested by discomfort m the epi 
gastnum (not real pam) consbpation headache gaseous sour 
and bitter eructations usually accompanied by nausea and 
vomiting mth relief These attacks have occurred about two 
or three months apart Her present illness began two vieehs 
ago with acute intermittent pam over the whole of the upper 
abdomen with much gaseous eructation She was constipated 
and took a salme cathartic and felt better on the following 
day res umin g her work Twenty four hours later she was 
seized with more severe pam which was coheky m character 
At this tune she was much nauseated and vomited several 
times The pam became localized to the nght upper quadrant 
She did not notice any jaundice pnoc to her admission to the 
hospital There is nothing of significance in her soaal or family 
history On admission to the hospiUl her temperature was 
100 F pulse 100 and respirations 26 She was shghtly but 
definitely jaundiced Urme was negative except for a trace of 
bile Blood Hemoglobm 80 per cent, ted blood cells 3 750000 
leukocytes V 800 coagulation tune three inmutes There were 
no abnormal findmgs m her physical examination except m the 
abdomen which was distmctly tender and ngid over the whole 
of the nght upper quadrant with a rounded smooth mass which 
moved with resp rations and was easilj palpable We felt 
that this mass was an acutely inflamed distended gall bladder 
and if she were kept quietly m bed with heat or ice over the 
abdomen with enough moiphm hypodennically to reheve her 
of pam contmuous enteroclysis and httle or no fluid by mouth 
the attack would subside 
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Uith the Ii\er above the transverse colon belon the pen 
toneum in front and the omentum ever readj for p elective 
mobilization the anatomic po ition of the gall bladder is uch 
as to almost a]na}s insure a lacihzatiaa of aoj mdammator} 
process of niuch it maj be a victim Occasional!) rapture of 
the gall bladder ensues where suppuration has occurred but 
in this event no general contamination of the pentoneum tales 
place and a walled-oft abscess is the usual esulL Rarel) a 
fistula into the duodenum or transverse colon is formed with 
di charge of its contents mto the intestinal tract An abatement 
of the acute sjTnptoms maj then generallv be eipecfed and our 
remedial measures before operation are directed toward this 
accomplishment Her temperature remained about 100 F for 
the first twent) four hours after admission then became hi her 
ranging between 10’ and 103 F for tbiri) sw hours but grad 
uallv getting to normal on the fifth da) after admission Puruif 
this penod her tenderness became mo e acute and her j undice 
more marked but her coagulation time had not increased Her 
temperature has been nonnal fo the past thi t) six hours and 
the leukoc) te count is 600 practical!) the same as on ad 
mission Her histot) and s)'mptoms are quite character! tic 
of gall bladder disease She has had a graduallv me easin 
fiatulent d)'speps a without ao) re<nil groupm of )TnptORis 
mamfested cheifiv bv we ht or ppression in the ep astnum 
with gaseous acid nd som limes bitter ructation u a 
and vomiting at the hei ht of her <h comfort h e been con 
spicuous svmptoras and ha e a|w3)s gi en relief Untd the 
onset of ihi'M acute ttacL she had not complamed of pam not 
withstanding a di tressing dvspejsia I three vears duration 
This is the tjpical course of pro ression in the deveJopme t 
of chronic gall bladder disease Then suddeni) th th de- 
velopment of aa acute ch Icq titis or the p ssa e or lodtonent 
of a stone in the ducts these patients e seized v itb a sudden 
violent nght upper abdominal pain unhke an) the) ha ev e 
had before It usuall) r di tes to the back or n ht shoulder 
ometimes to the left and requi es morphm h>p idetmicall) fo 
itsreli f It b colickv m character and fasts fora V nableJeoth 
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of Uine ordmarilj from a (ctv minutes to several hours The 
temperature is apt to become elevated but during the intensity 
of the attack the patient may actually be m a state of shock 
The pain of gall bladder di ease is usually a late symptom and 
means the prc ence of stone or an acute exacerbation on a chronic 
inflammation In duodenal ulcer pain is an early and the most 
promment symptom and in 8 out of every 10 cases we find that 
there is a definite time relationship between the taking of food 
and the onset of pam There 1 also a di tmct periodicity as 
to the occurrence of the symptoms in ulcer The symptoma 
tology of gall bladder disease 1 without order and m its earher 
phases is as insidious as it is inconsequent flatulencv being its 
most constant manifestation This patient has a rather oblique 
costal maigut with a naitow intercostal angle and we will open 
the abdomen through a vertical n^ht rectus incision On m 
spection we find that the gall bladder u obscured from view by 
adherent omentum and transverse colon \ hich is the result 
of a recent inflammauon We will protect the rest of the pen 
toneum and viscera 1 v thoroughly walhng off " ith gauze packs 
There is no ev idence of gastnc or duodenal ulcer The adhesions 
are quite easily separated the gall bladder is enlarged tense 
and inflamed and contains many stone There is a stone in 
the common duct at its juncture with tie cystic duct The 
pancreas 1 about nonnal in size and does not seem abnormally 
hard The question now anses as to whether we shall do a 
cholecystectomy or a cholecystostomy In view 0 ! the rather 
severe infection obstruction of the common duct a fairly deep 
jaundice and cholan tis to a greater or lesser degree removal 
of the stones with drainage of the gallbladder would seem 
to be the ad nsable procedure The gall bladder is grasped 
with two AWis forceps and the fluid is aspirated with a trocar 
to pre ent soiling when it is opened Wt will culture the bile 
which V very thick dark and purulent a section of the gall 
bladder will also be taken for pathologic and bactenoJo ic 
study In many of these cases organi ms are recovered from 
the mucous membrane or tissue of the gall bladder when cultures 
from the bile and stones ate ne aUve Streptococci staphylo- 
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COCCI colon baalli and typlioid bacilli are the organisms usually 
found and in many instances are the nidus upon irhich stone 
formation begins After removal of the other stones the one 
in the common duct was removed through the cystic duct which 
IS considerably dilated b> the laige stone mpncted m it Dram 
age will be obtained through a rather large rubber tube anchored 
within the gall bladder with duomic gut No 1 after we have 
secured a water ti^ht inversion of the cut ed es ol the gall 
bladder around the tube Im ation of the gall bladder is then 
done with nonnal salt solution for the purpose of removing the 
blood-dot and dibns ptoxvi^ the patency of the tulie and the 
tightness of the closure around the tube A small rubber 
covered gauze dram is also placed aloat^de the tube mto the 
gall bladder fossa The wound will be closed m layers arousi 
the tube and rubber dram both being fixed in position with sbn 
sutures The after treatmeat will cossut is givui esou h mor 
phifl to relieve her of pain and eateroclysis continuously until 
she can take a suffiaent quantity of fiuid by mouth The rub* 
ber*cov ered dram will be remov ed on the third day and the tube 
will be kept m place foratJeast two n eels and possibly Jon er de- 
pendmg upon bow quickly her bile becomes nonaalin character 
If blee^g Of per^bteot oonog should occur we will giv e her an 
intravenous infusion of 02 per cent calaum lactate solution 
or 15 c c of horse- erum subcutaneously 



CASE nL ACUTE OSTEOMYELITIS 
The next 3 patients that I wish to show you are cases 
of acute osteomyehtis all having been operated upon I am 
presenting them because each of them has manifested a different 
type of infection and each of them has had complications which 
have added to their surgical interest all representing different 
phases m a disease whi^ is full of mterestmg and distres^mg 
dmical and pathologic possibilities 

The first of these cases of osteomyehtis is a boy eight years 
oi a e who was admitted to the hospital on June 17 1921 His 
chief complamt on admission was pam m the left leg 

Family History — Mother died of appendiaUs at thirty 
years of age Father is living and well Three sisters and 
one brother are hving and ^ell Three sisters are dead one of 
^^hoopui» cough the cause is unLnown for the death of the 
other two No history of malignancy or tuberculosis in family 
Past Medical History— He had pneumonia with mfluenzd 
in 1918 On March 29 1921 he was admitted to this hospital 
for tonsillectomy with the diagnosis of hypertrophied tonsils 
and adenoids Previous to that date he had had several attacks 
of tonsilhtis and had complained of pain m the n ht knee His 
general physical exammation preparatory to tonsillectomy did 
not reveal any thmg abnormal except for what he was admitted 
His tonsils and adenoids were removed on March 29 19'>1 and 
he was allowed to go home on March 30 1921 — discharged m 
good condition On the followmg day alter his discharge from 
the hospital be developed pam in the left knee and could not 
walk The next day the right knee became painful and on 
April 2d both knees became swollen and more painful and he 
was admitted to this hospital agam April 6 1921 with both 
knees painful tender warm shghtly reddened swollen and 
shgltly fluctuating Physical examination otherwise was 
negauve except for slight tenderness o\er n ht lower quadrant 
33 
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o[ abdomen and sore throat T^rc wa no e\ndence of other 
m%oKement Hi temperature at tlui time wa 10’ F puLe 
116 There were 13 100 ieuhoc}te» The left lnee;oial was 
aspirated at the time of adnus ion fluid was obtained but 
no organi ms were found on smear or culture The temperature 
went up to 103 4 F on the next da\ but on the fifth da\ after 
admt^tion his temperature had become normal and remained 
so during the remainder of hfc> ta\ m the hospital The sweflm 
of the joints rapidh dk>appeared and he was discharged as well 
on Apnl 20 J9’l with the diagnosis of acute zheumatic f ter 
His unne showed a few white blood-tell on admi sion and dis 
charge but wa otherwi c nej,au\e He remamed well after 
he left the ho pital until June to 1921 when he de%eIoped 
sc\ere pain m the left leg Thi became wor«e and he could 
not walk He \omited before the on et of pain but attributed 
this to o\ereatin<' On admission to the hospital June 1 1921 
he did not coznplna of ant s^Toptoms relenhJe to the gastro- 
intestinal or genito-unnar> tracts the arculator> rr«pirator> 
or ner\ous sjstem Hi temperature was JW F pulse 136 
respiration 28 The left leg was markedlj swollen reddened 
painful and tende no exndence of eflusion in the knee joint 
no other joints iniol ed and extreauties othenn e o m 1 
There is no c\ dence of fracture r injurj and phisical e ami 
nation is oth rwuc ne^mtne 

Urinal\sts — Amber acid 1028 cloud of albumin u'^r 
negati>c "Micro copic Casts (2 !i>aline) red blood ceU* 0 
white blood cells 2 per fleW few urates few pho phates 

Blood Examittah t — ^Lcukocjtes 28 800 differential ount 
poljs 8/ per cent mall Jjanpb c>tes 9 large JjTnphoc>-tes 3 
transiUonals I eosm phils 0 basophils 0 

The dia'Tiosi of acute o leomjeliti of the left tib w s 
made and soon ft r adm &. <m und r nit us oxid anesthesia 
he was operated upon b> Dr Edw rd K1 pp After th field 
had been prep ed with Unctu e f lodin and alcohol and in 
asion intcma! t anterior bo der of tibia w s made hberatm 
a marked accumulation of pus from beneath the skin and pen 
osteum the latter ha\m«' been detached for some dista ce bel w 
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the \ipper epvphysi The medullary cawty was then opened 
through a channel made in the shaft with a chi el Pus was 
found m the medullarj ca\it> There did not seem to be anv 
marked destruction of the epiphysis A number of Carrel tubes 
were placed in the medullary caMty for subsequent irrigation 
With Dakm s solution Reaction after operation wa satis- 
factory Culture obtamed from pu at operation show ed pure 
culture of Staphylococcu aureus Hi temperature for the hrst 
few days after operation ranged between 100 to 10i F until 
the fourth day after when it settled down to 101 to 102 F 
This contmuedunbl July 13th when we operated upon him under 
nitrous oxid anesthe iaform\ol\ement of the lower end of the left 
femur through an inasion above the inner condyle from which 
pus was obtained Theinci ion over the tibia w-as then extended 
and a large seque trum which included the entire len th of the- 
shaft between upper and lower epiphysis was enucleated (Figs 
66 6/') The upper epiphyss looked to have been entirely 
destroyed with a considerable porbon of the articular surface- 
of the tibia leavmg the knee joint open on its inferior surface 
Carrel tube were placed m tbe cavaty for sletib ation with. 
Dakins solution which was followed with the usual technic 
His temperature then gradually got lower but per i ted between 

99 to 100 F We were unable to obtam a growth on blood 
culture There W'as considerable swelling of the left knee joint 
On Au<nist 3d an e-vplonng needle was introduced into the jouit 
ca-vity under gas anesthesa but no fluid was obtained It 
was assumed that the joint swelhng was due to arthritis without 
suppuration He contnued to progress fairly satisfactorily 
temperature gradualU getting a httle lower remauung below 

100 F most of the time Dui ng thi period his urine on re 
peated e-rammation was ne ahve e-vcept oi two occasions 
when a fev pus cells (2 or 3 to a field) were reported He alsa 
had durmg the height ol h lehrfle period a few hyaline casts 
reported on one occasion He had not complained of any unn 
ary symptoms up to thi tone On October 11th v.h\ck was. 
one hundred an f mnteen days after his admission he complained 
of sudden severe pa n in the left upper abdomen and back 
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He had a sharp nse m temperature (103 F) mth marked 
tenderness over the left krdn<y m front and behind with con 


siderable muscular ngid 
ity His temperature 
persisted around 103 to 



Fg 66 — Case III Sh mg: uvolTeiiieBt f Fg 67— Case III Sam 
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aboutlOO F agam Dunngtliispenoclhede\eloped frequencv 
of urination with pam referred to the genitaha on mcturation 
Blood-culture was again negah e were uncertain as t 
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■whether he was suffering from acute pyelitis or had an infarct 
with a begmnmg pyonephroas As his temperature subsided 
bs pam and tenderness decreased Two weeks after the onset 
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of this complicauon all pam bad disappeared and there w as very 
little or no tenderness and the kidney was not palpable The 
urme however was loaded with pus He has had a mild pyuna 
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e%er since ^\l^lch has les ened \er5 much duru the past six 
ncels Onx raj eTammationoffu gemto-unnarj tractflefound 
a \ erj interesting conditiwi (Fi 68) The re«non of the left iid 
nej IS (beseato/shadoirstiiudiBoafdordmani} be interpreted 
as a calcareou or tuberculous kidnej In addition to this his 
first plates shoned some xerj mterestuig shadons about the 
lower end of each ureter Dr Bowen to whom we re much 
indebted for the care/uJ xrai studies of thu. patient dd not 
feel certain as to the nature of the e shadows \t fir t there 
were three condition to be considered in their inteip efation 
the hadow in the re*non of the left Lidnex mi ht ordmanI\ 
be mterpreted as tuberculous in which conilibon it would be 
easj to assume that the pelvic shadows were calcified tubercular 
glandb Phlebo dero bwasanotherconjderation and olcourse 
stones in both ureters was the other The left side showed four 
shadow and the n^ht s de three On both » des thej eemed 
to be supenmpo ed one upon the oth r e then felt that a 
cj’Sto copic examination with ureteral cathetenzation should 
be done The bo\ i on]> ei ht ve r of a e and it was difficult 
to get a isto cope into the bladder and we are indebted to 
Dr Leon Herman for a ven sUlfu! and satisfattoij ureteral 
and bladder stud) On catherlenration of the left ureter with 
a No In French sin le calietcruin cope he was unable to 
obtain anj unne The patient was then given an intravenou 
injection of indi^ocamun which did not appear from the left 
ureter afte twentj Ine minutes observation He did not en 
counter anv obstruction m the left ureter and after im'mti n 
thou hthecathete onlv enou h fluid from lav ag wasobtamed 
for culture On the n ht side there seemed to be definite b- 
struction just bo e the ureteral opening but the catheter 
was pas ed after difT cultj and there was a shght deJaj in function 
the indigocarmin appeann sx minutes afte injection The 
functi n f r th fir t hour was ’0 per cent and f r the ec nd 
bout la per cent gi mg a tot 1 fund on f 3a per ce t for the 
two hours V pure culture of staphjlococcus was oblamed 
from the n ht with no growth reported on culture /r m th 
left The daj following the nref al c Ihet naao n he was 
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seized Tvith e\ ere cobckj pam attended iMth nausea \omibng 
urmarj difficult} and the passage of a stone \ou 'will observe 
m the r ra> plates the changed relationship in the shadows 
all shadows on the right side having disappeared while those on 
the left side are unchanged in position (Fig 69) In addition to 
this comphcation he has had an insidious infection in the neck 
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of hi n ht femur of which he ha never compla ned and which 
he h s neve ce sed to use He has depended on the right leg 
to the full exclu ion of the left in chan<nng his posit on in bed 
\ou w U observe that although his movements are somewhat 
restricted there s no marked Imutation m an> direction He 
does not complain of pam on movement and will not adm t 
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that he has ev er had pain in the nght hip dunng his sta> in the 
hospital You will see that he has some deformity with elevation 
of the great trochanter This is confirmed by * ray which 
shows almost a total destruction of the head and neck with a 
pathologic fracture resulting m a pseudo-artlmUs We did 
not recognize this condition until the dama e had b en done 



Fg 0— Casein Shwigbo gtrt latw bothtba dtm ix 
t tn tb It pe t 

t feel confident that t is a part of the same mfecu n that be is 
suffering elsenbcre and that he has had a generalized blood m 
fection notwithstanding the fact that repeated blood cultuiea 
bavealwaj-sbeennegaUie The wounds of the left le®- ha ebeen 
entuely healed for se%eral weeks nd you will see from the rav 
and appearance of W that he has 1 ad a rap d nd abundant 
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regeneration of new bone (Figs 70 71) The remov al of the very 
large sequestrum enabled us to sterilize the cavity of the in 
volucruin morequicUj than we could have otherwise Caution 
must be observed lest it be done too soon I mean by this 
before it has acquired suffiaent ngidity to mamtam the contour 



of the extremity This is most important m the growing child 
where there is mvolvement of femur or humerus If epiphjseal 
invasion has occurred a disproportion m the growth of tiie tibia 
and fibula or the ulna and radius is apt to take place resulting 
in contractmg and unsightly defonmUes which are \ery difficult 
and sometimes impossible to correct 




CASE rv ACUTE OSTEOMYELITIS OF RIGHT FEMUR 
SUPPURATIVE ARTHRITIS OF RIGHT KNEE JOINT 

The fourth case is that of a man thirtj eight jears of age 
whose familj and prc\nous medical hi tor> are negative so 
far as having anj beann^ on hi present illness is concerned 
He sajs that he has never been sick denies usual disease m 
adental to childhood has never bad anj operations no historj 
of trauma During September and the earlj part of October 
1921 he was confined to bed for four weeks with influenza On 
the third da> after he had gotten out of bed he felt pain m the 
nght leg and thi h This troubled hun sbghtly for two or 
three da>s and then he had a chill with a profuse sweat and 
increased pain in the leg He was admitted to the ho pital on 
October 10th with temperature 101 F pulse 100 and respira 
tions 38 General physical examination on admission w'as 
negative except for tenderness and sbght muscular ngiditv 
over the reg on of the gall bladder There was also sh^ht tender 
ness ov er the upper third of the tight femur on very deep pressure 
There was no restriction of movement in any direction and no 
pam on motion Urine was negative blood hemo lobin 60 per 
cent red blood cell 4 150000 leukocytes 21000 ^Vidalreac 
tion V as negati e for tvphoid and paratyphoid Blood culture 
wasnegative Wassermannv as negative Sputum negative for 
tubercle bacilli x Ray exammationwasnegativeon admission 
The patient for the first five days after admission was observed 
by Dr McCrae on the '\IedicalService He was then transferred 
to the Surgical Service of Dr Gibbon to whom I am mdebted 
for the pnvnlege of operatmg upon and studying these cases 
We then observed him for five days more before operating 
In the meantime he had devel<q>ed more tenderness over the 
region of the gallbladder with defimte jaundice and with 
considerable bile in the unne Dunng the greater part of this 
time he did not complam of much pain in his thigh He had 

43 
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slight tenderness on deep pressure o\er the upper half of the 
femur The leuLocyte count was fluctuating around 30000 
His differential count showed 66 per cent polj-s 30 per cent 
lymphocytes 2 per cent large mononuclears 2 per cent tran 
sitionals basophils 0 eosinophils 0 The stools at this time 
were day colored and on two attempts at dramage of the bile- 
ducts through a duodenal tube with the installation of magnesium 
sulphate into the duodenum we were unable to recover bfle 
or organisms from culture Hurmg his staj on the Medical 
Service his temperature was pret^ steady around 102 to 103 
F His pulse rate dunng this time was never above IW and 
usually S4 to 96 On October Idth his temperature dropped 
to 99 F and it did not go above 100 F for three daj'S On 
October 20th howev er it went up to 10^ 3 F with an mcrease 
in his leukocytosis to 41 600 By this time his jaund ce had 
cleared up and there was oolj very slight tenderness ove the 
gallbladder A second blood culture was negative and on 
X ray egamifiatioa agars there was doubt as to whether or not 
there was a lesion in the femur On October 21st we operated 
under citrous ovd ojygen and ether anesthesia which had 
been preceded with } gr morphin and 1/150 gr atropm b)po- 
dermically half an hour before Tie field of operation was 
prepared with tincture of lodm and alcohol The entire shaft 
of the femur between the great trochanter and condoles 
was exposed thmnoh an mcision along the outer surface of the 
thigh The penosteum was found thickened but no p s was 
encountered until the meduUaij cavity was opened A trou h 
or gutter was made openm tne medullary cavitv for its entire 
length between the great trochanter and base of the condyles 
The medullary cavity was everywhere filled with pus and was 
under considerable pressure but had not broken throu h the co 
tex Carrel tubes were so placed and fixed within the medullaiy 

cavity that its entire surface would be freely irrigated with 
Dakms solubon The organism obtained from culture and 
smear from pus showed a pu e culture of the Bacillus mucosus 
capsulatus He repeatedly obtained this same organ ism m 
pure culture from the wound on s b equent examinations 
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The paUent -was not seveiely ^odted by the operation and his 
temperature persisted around 102 F for the next rveek On 
the fifth day after operation the right knee became very much 
swollen and pamful nith igns of effusion in the joint This 
increased and on the seioith day after operation the joint 
was aspirated more than 4 ounces of thick creamy pus was 
withdrawn extension was apphed and ice was kept con tmuouslj 
over the joint swelling subsided and effusion did not recur 
A culture and smear from this also showed a pure culture of the 
Bacillus mucosus capsulatus His temperature within forty 
acht hours after the joint aspiration had dropped to 100 F 
and withm tw o weeks after operation was running 99 to 100 F 



and within h\ e w eeks was entirelj aormal and has remained so 
since On December 7th we were able to get his cavity sterilized 
having obtained three successive negatixe smears and cultures 
when we removed the Carrel tubes allowing the w ound to close 
This wound surface and the suirounding skm was then kqit 
dean by the appbcation of tincture of lodin and his wound as 
you will observe has entirdy healed o\er (Fig 72) His x ray 
plates show good regeneration <rf bone and there has not been 
any sequestrum formation (Fig 73) x Ray plates of the knee 
jomt ha\ c not shown any evidence of gross bone or cartilaginous 
involvement He has marked restriction of movement m the 
knee joint as >ou wiU see but he is steadily overcoming this 
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and I feel that he should ulUmatel) gel a complete or nearly 
complete return of function tnth the aid of m sage mo e 
ments etc. 



CASE V RECURRING SUPPURATIVE OSTEOMYELITIS 
(MULTIPLE) 

Tiie fifth case 1 that of a bo> nineteen >e us of age He has 
been an exceedingly inleicsting case ‘lnd^\e have been watching 
him since June 7 1917 Dr Despard and I have each operated 
on hun several tunes at the Jefferson Hospital I shall only 
giv e j ou a V ery brief abstract of his history and progress dunng 
his several adnu sions to the hospital 

There is nothing in hi previou personal or family hi tory 
that relates to hi present condition A few days before the 
onset of hi osteomyelitis he had an abscess in the left side of 
bs neck which was opened m the Out patient Surgical Depart 
meat of the Jeffer on Ho pital He did not pve a history of 
any antecedent injury He has had a succession of lesions be 
ginning vnth an extensive osteomyelitis of the left humerus 
uhich ultimately involved the entire shaft and which was widely 
opened the shaft being guttered from the greater tuberosity 
to the condyles below He was very ill with this infection A 
pure culture of Staphylococcus pyo ene aureus was recovered 
from both the medullary cavity of the humerus and the blood 
stream He recuperated fairly rapidly and was di charged 
from the hospital August 27 191 < to the Out pabent Depart 
ment He v as then readmitted a few months later with an 
osteomy eliUs of the nght clavide for which he was operated 
upon His thud admi sion and third operation was for an 
involvement of the left tibia The next bone to be m\ olv ed was 
the shaft of the nght humerus The m\ olv ement w as not quite 
as extcnsi e as that of the left arm He then developed an ab 
scess over the nght gluteal region for which a necrosis of the 
nght ilium w as responsible The next point of mv olv ement was 
that of the left sacro-iliac joint which was opened and drained 
He then had an osteomyehti of two nbs m the nght chest 
w ith subsequent pleural mfeebon and empy ema (Fig 74) t\ g 

47 
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have al^vays recovered a Staphylococcus pvogenes aureus from 
his various lesions 'ft e have also recovered thi organism from 



th blood on two occaseais more than a year apa t He has 
always shown a fairly rapid bone reg ne auon He has always 
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manifested a great deaf of diiEculty m establishing a complete 
immunity agamst this organism but in spite of the many re 
curnng and se\ ere exacerbations of this mfection be has grown 
and developed about as rapidly as one would ba\e expected 
had he been m ^ood health for this period of four j ears We 
think he is about well at this time but we have been misled as 
to his condition on mote than one occasion in the past and we 
will continue to keep him under observation until we are certam 
that recovery is complete You will observe that he has a 
completely ankyloscd left elbow He had a recumng infection 
m the left humerus in the latter part of 1919 and the early 
part of 1920 At this tune the lesion extended into the elbow 
joint resultmg in a very destructive arthritis with a subsequent 
involvement of the left ulna This patient is mterestmg be- 
cause of the marked chroniaty of mfection and multiple foa 
of mvohement The staphylococcus in this case has shown 
a marked affinity for osseous tissue During the long penod 0 ! 
infection with many acute and severe exacerbations he has 
sufiered bone involvement only with the single exception of 
empyema and this we feel was pnmanly due to osteomyelitis 
of the nbs from which he su0eted a subsequent pleural mvasion 
There are several interesting features exemphfied m these 
3 cases of osteomyelitis Case III is mterestmg because of the 
gemto utmary comphcations which hax e ansen and the des 
structive process m the right hip He unquestionably has bad 
a pyelonephritis of the left kidney which we must be 
hematogenous m origin and has resulted m a complete destnic 
tion of that organ so far as function is concerned The calcub 
which have been demonstrated in both ureters we beheve are 
secondary m occurrence to the infection We feel that the nght 
kidney has been the seat of a much milder infection which was 
probably ascending in ongm and was secondary to that of the 
left kidney This however may have been a blood borne m 
fecUon In view of a negative gcnilo-unnary history and uri 
nalyses on his tw 0 prevxous admissions and the absence of symp- 
toms suggesting renal mfection pnot to October 11th which was 
the date of onset of his p) elonephntis we feel that our assump- 
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tion as to the sequence of de\elopment in thi condition i p ob 
ably correct at least it seems to be the most logical cTplanation 
of the process There is the possib htj that he tnaj ha\e a 
tuberculous infection of the left kidne\ with fibrocaseation and 
occlusion of the ureter Hone er Idoubtthi \er> much and 
feel that it is due to the staphylococcus We feel that a nephiec 
tom) on the left side should be done but should be postponed 
until he IS in better condition as he has been steadll^ mipro\ 
m for the past se\eral weeks 

The condition in the nght hip neattnbute to the general in 
fection which he has suffered and feel that it i due to the staph) 
lococcus e en though he has not shomi any external exidence 
of suppuration n or about the hip W e occasionally see this 
type of destruction in bones (particul ly in the youn ) usually 
in the oft cancellous or ca Ulannous end W th articul r 
invasion a complete d inte'^at on of a joint may ensue witbo t 
suppuration where the orgaiu m is not very virulent or has 
become attenuated or when the indi dual) eco enn from a 
long standing infection Thi may explain the insidious proc 
ess n thi patient s hip 

Case rS i interesURe because of the tvpe of infect on I 
h e not seen another case wh re the infectin" organism was the 
Baallus mucosus cap ulalus Under ordinary arcumstances it 
1 a rather benitm organism and coniines its mischi f to the 
pulmonary tis ue and erous membranes and i less virul nt 
than the pneumococcus Its beha lor n this case was not that 
of the usual group of o gam ms producm suppuration m bone 
The local symptoms (p m and tenderness) w re not as marked 
as 1 usually the case in other pyogem mvasions of the same 
extent Furthermore the purulent effu ion m th knee jomt 
did not r cur afte a si le simple aspiration The joint ca ty 
was not imgated nd n genraadal agent mjected at the 
tune of aspiration He is al o interestin bee use th re as no 
sequestration and becau e of the comparatively short time 
that was necessary to eff ct ste ilization which was foUm ed by 
prompt and complete h aling f the nd 

In conside mg the eU logy of this mf cti n t is q tc prob 
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able that his illness dunng September and the early part of 
October -which ^as diagnosed as influenza was due to the 
Fnedlandet bacillus and the osteomyelitis and knee joint in 
fections which showed a pure culture of this organism were 
Comphcations of the original infection 

In a considerable percentage of acute suppurative bone in 
fections the seat of the lesion is determined by trauma but in 
a greater percentage of these case we ha\ e no outside factor 
such as injury to which \ e can ascribe the locus tnmons resis 
tentue of the affected part In such cases the tissue involved 
depends upon the invasive power and the elective localization 
of the particular orgam ms after infection of the blood stream 
has taken place This is also true of jo nt infections 

Some tune ago we operated upon a young college student 
for a eries of suppurative joint infections obtaimng in pure 
culture from each joint the str^tococcus The joints invaded 
in succession were the left sternoclavicular left wnst right hip 
tight metacarpophalangeal of index finger left shoulder and 
tight knee He finally succumbed to the infection after a two 
and a halt months lUnes At the time of death he showed signs 

of a pneumonia of the nght lung with a fluctuating sw elhng in the 
left knee jo nt This case 1 referred to as illustrating again 
the marked affimty that bactena may show for certain tissue 
We believe that m most cases, of acute hemato>Tenou5 osteo- 
myehti V here the lesion has not been determined by injury 
the infecting organism has a speaal aflimty for osseous tissue 
This applies in particular to infections where there is multiple 
involvement as as seen m Cas V 

Early operation is imperative in these infections if the ex 
tensive lo s of bone is to be prevented Our usual operative 
procedut m infections of the long bones is to make a gutter 
through the cortex for the entire length of the infected area 
suffiaently wide to insure adequate drainage and to allow for 
the placement of a number of Carrel tubes throu h wbch the 
enure nfected surface may be thoroughly irrigated with Dakin s 
solution The principles of drainage in these infections does 
not ItT m es ential from the general principles applyin<T to 
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the drainage of acute punilent collections elseTvhere In the 
drainage of a large abscess one would be contradicting the 
ordinary principles of surgery m draining through a button 
bole opening The indications m such a condition would be 
for an inasion sufficient to permit of free evacuation This 
apphes just as forably to the drainage of acute bone abscess 
Acute suppurative osteomyebtis is more of a surgical emergency 
than IS the average mtra abdominal infection Drama e should 
be secured as soon as the dia<Tiosis is made and m many cases 
this IS too late because failure in diagnosis is the error most 
commonlj seen in the management of these cases 

Operation is done with as bttle mjury as is possible to the 
medullary substance because of its important ib\e in the re 
generation of bone We are not in accord with the \ ew mam 
tamed by those who feel that trepanation is all that is necessary 
IQ these cases Neither do we feel as some advocate that more 
extensive removal of the shaft than indicated above is called 
for It 1 expected 'where late operation has been done that 
considerable sequestration wiU tale place but here nature will 
detemune more accurately the loss of bone than can the surgeon 
It IS the damage to the nutnent artery either from compression 
from unevacuated pus in the medulla or thrombosis of this 
vessel which ga es the amount of bone to be lost ^\e feel 
that trepanation in the virulent cases is not suffiaent to obviate 
this danger if it has not already occurred m that it does not 
give adequate drainaoC and the mteraieduUaiy pressure is not 
at once entirely rebeved Furthermore the Carrel Dakm 
treatment nhichisof theutmcetimportance cannot be prope ly 
earned out If extern e sequestration tabes place as illustrated 
in Case III enucleation of the sequestrum is necessary but 
where smaller equestrse form in children t may not always be 
necessary to remove them where the cav ty of the mvolucrum 
fpn be sterilized Under such conditions the sequestrum is ab 
sorbed just as a graft would be This has happened m a case 
upon which I have operated Bn fly the mana ement may be 
indicated m early diagnoss early operat on with adequate dram 
age and Carrel Dakin sterilization 
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ANATOMIC VARIATIONS AND SURGERY 

The surgery of today necessitates a wide knowledge of 
anatornj and embrjolog> A prominent surgeon recently rec 
ommended a study and basic understanding of embryology 
as one of the fundamental stones of surgical training Cross 
anatomy e\en today is not without Us problems many of them 
of vital and practical importance 

W J Mayo in discussing the relation of anatomy to present 
day surgery says always when I have faced a new problem in 
this field I have gone back to embryology anatomy andphysi 
ology in order to gam an idea of the meaning of these patholo ic 
deviations which we are called upon to treat 

Variations m the anatcany of the human body are not un 
common Many variations in anatomv occur with a sufficient 
degree of frequency to justify the establishment of definite ana 
tomic types As J Parsons Schaeffer has put the problem the 
idea of an unvarying typic form in the gross anatomy of the 
human body appears more or less prevalent m the practical 
field There is of course great need of extensive study of various 
regions organ and other structures of the body the conclusions 
to be based on a large number of cadavers Thi has been done 
for some regions but the work must be extended to mclude all 
the important regions of the body Sudi studies if based on a 
large amount of matenal and disennunatmg work will establish 
anatom c tyTes Roentgenolo^ has been of great value m the 
determination and delineations of anatomic conformations 
Many m nor variations from a pracUcal standpoint can be en 
53 
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tirely disregarded For example let us consider a few ^• 3 natlons 
of the colon and their surgical importance 

The normal position of the colon does not permit of any 
strict definiUon anatomic and a: ra> studies disclose considerable 
variations in its positicm length and mesenteric attachments 
Abnonnal fixation of the colon maj arise as the result of an 
arrested development Such abnormal fixations as are de- 
pendent on adhesions ansing m gross mflammatoiy lesions as 
appendiatis are not here considered In a few cases transpo- 
sition of the large mtcstine has been met wth in that general 
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t t Ltft d r*pt d ( d f m H i gt ) 

anomalous condition kncn n as transposition of viscera In a 
larger group part al or complete failure in the migrat on rotation 
and fi- ation of the U shaped loop i the cause of the abnormality 
This mov ement of the mtestme durm fetal Lfe normallj carries 
the cecum f om the left side of th abdomen across the n ht 
h}pochondrj m and from then e sho tl^ after birth to the 
nght ibac fossa The cecum ina> be arrested and remain m 
anj part of its miorato > course If mig atton fails a cecum 
maj he on the Je/t s de of the abdom n an 1 maj even occupy 
the left ihac fossa The 1 tier tvjw of ce m pro I ce ppendi 
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atis with left sided symptoms cases of this type ha\e been re- 
ported bj a number of surgeons (Fig 75) 

Should rotation fail the axis of the cecum will be altered 
and the ileum will enter the cecum from the right instead of 
as IS usual from the left side The cecum then bes on the left 
side of the abdomen and the ascending and descendmg colon are 
situated behind and to the ieft of the small bon el The same 



relation has been obser\cd in excessue rotation of the cecum 
that IS more than 180 degrees and all degrees of variations 
bet\ een these t o extremes maj be expected to occur according 
to the more or less complete failu e of the change in position 
\ hich the U shaped loop nomallj develops 

The cecum ma> be situated high up in the abdominal cavity 
the ascending colon being ab ent In the majoritj of fetuses 
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tie ceoun is situated m front of tie ngit iidne^ near tie gaU 
bladder and there it remains until about the tune of buth 
ivhen the cecum and descending colon undergo a gradual nu 
gration toward the n ht liac fossa The cecum is the last 
porbon of the lar e intestine to assume its permanent position 
(Figs 76 77) 

The cause of this imgtaboo i p obaWj due to a funcUoaal 
elongation of the protunal part of the colon but it occurs only 
m animal adapted to the upnght posibon The appendix 
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dunng the m nation ma> be cau ht behind the cecum thus 
assumin" a retrocohc po ibon it s then lod ed and b. ed m 
the ascendin"’ mesoclon 

In a lar e percentage possibly 2a per cent of inch id als 
the fusion between the peritoneum between the ascendm or 
descendm mesoc Ion is incompl te r wantin It is well to 
remember that m fi. tion of the col n in an abnormal posibon 
where the misplacement is due t cau es other than fail re m 
the normal de lopment of the U taped loop this abnonnal 
fixation is alTva>3 een m the n ht il ac f sa If the poss bihty 
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of such abnonnalities be remembered it should not be difficult 
to r cognize the different portions of the large intestine though 
in such cases the treatment must present considerable difficulties 
wbch must be met accordmg to the conditions found m each 
individual ca e 

The peritoneal adhesions formed in the fourth and fifth 
month of fetal life between the transver e colon and the great 
omentum and espcaallj the adhesions uhich the ascending 
colon forms just before and after birth as the cecum assumes 
its position m the ihac fossa are subject to a great range of 
variations and many peritoneal folds and recesses may be formed 
Many of the latter sanations have been vanouslj designated 
in the hterature as Lanes kinks Jackson s membrane Eastmans 
membrane pencobc adhesions etc They have been regarded 
as the crystallization of the lines of force in the me entenes 
formed in reaction to the donnuard tendency of the viscera for 
then object is to give fixation of the viscera to the abdominal 
wall a fixation which occurs only m orthograde primates 

It IS remarkable in bow feu cases these pi^ntoneal bands ate 
completely absent when carefully sought for during operations 
on the tight ihac fossa 

COLON SIGMOIDEUM B N A (COLON ELIOPELVENUM AND 
PELVEWJM) 

The Variations of the pelvic and ihac colon have been the 
subject of repeated anatomic study for many years both m the 
fetus and m the adult Interest was first focus^ on the problem 
m an effo t to ascertain the anatomic definenaes in cases of 
atresia congenita am In the year 1859 the French surgeon 
Hugier made the observation that the apex of the loop of the 
sigmoid colon in the older fetus and m the newborn usually 
hes in the right ihac fossa and as a result of this observation 
recommended the performance of all artificial am (anus prac 
tematurahs) through an mosion over the right iliac fossa 
Whereas other observers of tie same period particularly 
Giraldes who mnde their studies on adult material lecran 
mended the left ihac re«non as the preferable site for the artifiaal 

V L.3— 7 
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anus The contro ersj ba ed on these two opposite opinions 
continued for man> jears manj aulhonUes supporting Hucuer 
and an equallj large number of authorities stoutlj defendin 
Giraldes opinion 

Anatomically both Hugier and Giraldes were correct as 
will be illustrated below Condusons dnm hastilj and not 
% ended bj extensiAc anatomic studj are not of infrequent oc 
currence Both of the abo\e expressed \ ews have elements of 
truth and illustrate particulartj that studie of anatnmif 
structures should be made to include the newborn the se eral 
a es of the childhood pcnod the pubertal sta e and that of the 
adult 

The i<Tnoid colon 1 that po Uon of the large mtestine be 
tween the de cenduio colon and the rectum and is usual!} des- 
cnbed as e. tendin from the upper border of the iliac c ests at 
which point the colon descendens terminate t the third sacral 
vertebra where the rectum be<Tiis Tin pa t of the c Ion has 
been vanousK de t^mated colon s <*mo deuzn (B A) flesura 
SKTtnoidea colon liiacum (so-caUed is the bebef that thi po tion 
of the colon bes in the ihac fossa which frequent!} however 
1 not the case) colon termmale etc T e es and SdueSerdecker 
divide the colon ibopelvinum mto an uppe nd lowe segment 
Both noted the importance of the di tal etmient which was 
separatel} named ansa si<Tno dea (Schi ffetdecLe ) ansa ome-^ 
(Trev es) Jonnescu cho ses the name colon pel -mum for the 
lower or di tal segment and col n ibacum fo the upp r or 
pronmal se'in nt T sfut and J cob recommend and e the 
name c Ion ihopelvmum as includmo both sefinents of this 
pa t colon staUng that thi part of the lar e mtestine u u 11} 
hes both m the ibac f s a nd m the pelvis The latt r name 
seems the best desi^ tion f r it gi es an accu te mdex of the 
t}’pical pos tion of this po bon of the colon The multiphaty 
of the anatomic names that h e been u ed to desicmate the 
si<mio d colon IS ev dence of Its anatomic nabons 

Toward th end of th fetal period we find the pelvic colon 
attached by a loot' mesenter} to the po teno abdominal wall 
the apex of the s ■mi d loop besbi bta tbe abdominal cavit} 
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usually to the n ht of the median line less often is it found to 
the left of the median hne The conca\ity of the sigmoid loop 
IS directed below and to the left fhe tendency of the peKic 
colon to present its comenty above and to the right is due to 
the influence of the rotation of the mesentenum commune upon 
the mesenter> of the lorver colon 

The typical course of the peKic colon m the newborn is as 
follow s the pelvic colon usually begins at the level of the on<nn 
of the left external ihac artery at the medial border of the psoas 
major and takes a course to the nght fonnmg a loop the 
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concavity of which is caudal and directed somewhat to the left 
The apex of the loop is usually situated a httle to the nght of 
the median line rarely m the median bae The nght border of 
the loop IS m contact with the cecum and from a pomt to the 
nght of the median line dips m the true pelvis (Fig 78) A 
few vanations from this typical position which occurs m appron 
mately 80 pet cent of newborn are illustrated m Figs 79-82 
In many normal types of agmoid colon the apet of the colon 
loop rests agamst the radix mesentem If the growth of the 
pelvic colon advances to an abnormal deoree the loop or loops 
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F g 5— Reprwe t pex of ih gm -J loop d «t d t -a d th I ft 
(It RU C> } 
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Gj ) 

of the SJ'Tiioid may he m front of the cecum and appendix and 
m an operati e approach oe th nhtihcfo a the loop or 
loops of the sigmoid ttonlf fir t be enco nl red merelj drawing 
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the si<mioid to the left e'^osess to view the cecum and appendix 
m these tjpes of colons (Fig 83) 

As noted abo\ e the narrowness of the peUns in the newborn is 
the pnnapal reason for the abdominal position of the si<Tnoid 
colon In the adult this narrowness of the pelvis no longer is 
present and the sigmoid colon now sinks into the cavit> of the 
pehis The course and relaboti of the sigmoid in the true pelvis 
essentially conforms to that described in all standard text books 
of anatomi and need not be presented here 
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gm d (H m G> ) 

The Sigmoid colon e\ en m the adult may be entirely located 
in the abdominal caMtj and not in the pelvis as was pomted 
out b> Jonnescu The abdom nal position oi the sigmoid colon 
IS the result of one or two factors U) An unu ual extraordmaty 
increa e m size (jihjsiologic or pathologic) of the other viscera 
of the pel IS (bladder uterus ampuUi recU) (2) extraordinar> 
enlargement of the sigmoid colon. 

In the first group the relations are similar to those observed 
m the newborn As noted m the desenpUon of the sigmoid 
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colon of the newborn thf pdvic colon rests a^^mst the postenor 
abdominal wall and the apes of the loop usually lies to the n ht 
of the median line 

Ihe agmoJd is the luost vjruble portion of the colon ihe 
proximal or iliac poiUco usuan> bes in the iliac fossa the dr tal 
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ot pelvic in the tnie pe/vt. The sscaodicia <jr proxiznai ihzc 
loop usually takes a erbcal or sbghtl) curved cephahcally 
directed course and is not infrequently fixed to the panetal 
pentoneum of the posterior abd mmal wall by a pentoneal 
band ot fold which fixes the iluc colon m a position parallel 
and to the right of the colon des-cendens The mesenterj of 
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the sigmoid colon in the latter types of colon is attached only 
to the distal loop In a number of the cadavers examined the 
mesentery of the entire sigmoid colon was so short that the en 
tire sigmoid colon was practically fixed In the latter types of 
sigmoid colon the di lal loop is at limes very small the proximal 
loop unmediatelj joining the rectum 

The particular surgical importance of the latter types of 
si'Tnoid colons is the unpossibihtj of dehvenng the sigmoid 
colon mlo an operative inasion without initial mobilization 
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through an incision of the parietal pentoneura Fixation of the 
sigmoid colon occurs in 5 to 8 per cent of all colons and accounts 
for the occasional difficulty encountered by the surgeon m the 
attempt to deliver the sigmoid colon for immobilization as the 
initial step m the performance of a colostomy or other surgical 
procedures on the sigmoid 

In the typical posmon ol the sigmoid colon the cephahc 
lunit of the loop does not extend above the urabiliais A per 
sistence of a number of feul positions as illustrated above 
may be present in the adult and can account for an abnormally 
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high Situation of the sgoioid colon The apei of the sigmoid 
loop may ha\e a position abo\e the umbilicus and he against 
the h\er stomach or pleen In such ca-es the pehnc colon 
often forms one !ar»e loop Ijinc' m front of the small intestme 
and directlj against the antenor abdommal walL These tjpes 
of peU-ic colon at times ma> en nare a loop of the ilmm parte 
ularl> if the pehic loop is directed toward the n ht (Fi 84) 

The redundancj of the si'nnoid is practcally alwa 3 's 
to the distal or peI^^c loop and this po tion of the si«Tnoid is 
the most common ile of the \ol\'ulus In extreme cases the 
pelvic loop of the sigmotd seems to fill the entire abdommal 
ca\nt3 

Recentlj the wnter encountered at operaton an enormously 
and widely dilated redundant si<mioid with a mesosi'nnoid whose 



base was about cm and its length and he bt 4 and 16 cm 
respectiielj The widely dilated sigmoid loops had sauced 
downward accentuatin the normal anmlation at the point 
where the de-cendm colon joins the iliac loop of the situno d 
resultmo in a true tint and produem" s>Taptoms of intestinal 
obstruction 

Redundancy of the si<rmoid is usual!) assoaated with an 
unusuall) la mrao ‘nno d all wing free mobilitj the latter 
types are the ones which at likdy t bee me the site of \oh’u 
lus or abnormal angulations 

In condusion adnuttedlj ^er> many -anations are ms 
mficant and can be i<mo ed m the practical field desp te the 
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fact that they may be of great interest to the student of embry 
olog) and morphology However it is a matter of grave concern 
to the ph3'Siaan and surgeon that many important variations 
and anomahes must be dealt with continually It is therefore 
clearly obsious that the adherence to a Single fixed and arbitrary 
normal is fraught with danger since with \ anations come altered 
size altered shape altered anatomic relations Morphologic 
variation must necessarily have an important beanng on ph>s- 
ical diagnosis pathology clinical mediane and surgery In 
deed the anatomic type always looms up before the man in 
the practical field as an important factor in treatment and pro" 
no is (Schaeffer) 
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high Situation of the sigmoid colon The apex of the sigmoid 
loop may have a position above the umbiLcus and he at^inst 
the hver stomach or ^een In such cases the pelvic colon 
often fonns one large loop Ij-mg in front of the small intestme 
and directly against the antenoc abdo minal walL These t>p« 
of pelvic colon at times may ensnare a loop of the iliam partic 
ularly if the pelvic loop is directed toward the n ht (Fi^' 84) 

The redundancy of the sigmoid 1 pracbcally always limited 
to the distal or pelvic loop and portion of the si'moid is 
the most common site of the vol ulus In extreme cases the 
pelvic loop of the sigmo d seems to fill the entire abdommal 
cavity 

Recently the wnter encountered at operation an enormously 
and widely dilated redundant sigmoid with a mesosi«iso d whose 



ba e was about 7 cm and ts Jen th and hei ht "^4 and 16 cm 
respecti eJy Ihe widely dilated s "mold loops had sa ed 
downw rd accentuating the normal angulation at the point 
where the descendm" colmi joins the ihac loop of the simoid 
resulting m a true hint and pioducm symptoms of mtestmal 
obstruction 

RedundaoQ of the "mo d is. usuaUj associated v. th an 
unusually large mesos "mold allowing free mobili^ the latter 
types are the ones which are likely to become the ite of volvu 
lus or abnormal angulatrcms 

In coDclus on admittedly ery many v nabons are ms 
nificant and can be J"ii red m the practical field de p te the 
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LUMBAR HERNIA THROUGH GRYNFELDT AND 
LESSHAFTS TRIANGLE 

LmiBAR hemia ^as first mentioned b> Barbette in the 
se\enteenth centurj Two types ha\e been descnbed — the 
high and the low Both t>-pes are infrequent the high being 
supposedlj much rarer than the low The left side is said 
to be more often the site than the right and there is a di\ etgence 
of opmion as to whether it is more common in the male than 
in the female Although they are more opt to occur m elderly 
individual with poorly nourished and relaxed tissues the lesion 
may be congenital— Bud eon reported a congenital case as 
eail> as 1728 In the discussion of true lumbar hernia we should 
not include those henna which are the direct result of trauma 
suppuration or operations m the lorn region Hoi ever from 
the standpoint of treatment the pnnaples of repair may be 
analogous 

E A male aged fortv was admitted November 5 1922 
complammg of a bul mg m the left lorn He stated that two 
>ears prevTously he was stabbed in the left mfracostal region 
posteriorlj v hich wound was sutured and healed bj primary 
intention During the sprmg of 1922 he had a sensation of 
weakness m the left lorn and he noticed a gradually increasmg 
bulgmg in the upper lorn space This became so annoying that 
he sought relief at a hospital v here he was told that he had a 
lumbar hemia and was adva ed to be operated on An operation 
was performed m Jul> 1922 In September the sensaUon of 
w eakness m his side returned and soon after this he agam noticed 
a bul ing m the region of the scar 
6? 
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LUMBAR HERNIA THROUGH GRYNFELDT AND 
LESSHAFTS TRIANGLE 

LuitBAR hernia vas first mentioned b> Barbette m the 
seventeenth centur> Two types have been described — the 
high and the low Both types are infrequent the high being 
supposedly much rarer than the low The left side is said 
to be more often the site than the right and there i a divergence 
of opinion as to whether it is more common in the male than 
in the female Although they are more apt to occur in elderly 
individuals with poorlv nourished and related tissues the lesion 
may be congenitil— Budgeon repotted a congenital case as 
early as 1728 In the discussion of true lumbar hernia we should 
not mclude those hernia v hich are the direct result of trauma 
suppuralio or operations in the lorn region However from 
the standpoint of treatment the pnncii les of repair may be 
analogou 

E A male aged forty v as admitted November S 1922 
complaining of a bulgmg in the left loin He stated that two 
years pre nously he was stabbed in the left infracostal region 
posteriorly which wound v as sutured and healed by primary 
mtenUon Dunng the spring of 1922 he had a sensation of 
weakness in the left lorn and he noticed a j^tadually increasing 
bulging in the upper Ion space Thi became so annovmg that 
he sought rebef at a hospital where he was told that he had a 
lumbar hernia and w as advised to be operated on An operaUon 
was pcrtomied m Ju!> 1922 In Sepkmber the sensation of 
n ealncss in his side returned and soon after this he again noUced 
a bulging in the region of the scar 
67 
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Physical Examination —The patient i a nhite fairl> well 
developed male of somewhat flabby musculature The only 
abnormal findui'^ are m the left loin space just below the twelfth 
nb and to the outer s de of the erector spmie muscle is a scar 
about 1 mchcs Ion the site of the stab wound Below thi 
IS a long obhque scat (Bergman ma ion) Thi scar forms the 
summit of a bulguijj mass which i about the size of an oran e 
the patient is recumbent the bulgin^ disappears and 
when he resumes an upn ht po ture it gradually reappea s 
^^’hen pres ure made over the area and the patient cou h an 
impulse is felt 

A dia<»nosis of recurrent lumbar hernia through the fascial 
tnan le was made 

A ijiowledge of the anatomy of the muscles and fasaa 
which make up the postenor abdozmsal wall between the 1 st 
nb and the iliac crest is of the utmost importance in o der to 
clearly understand the surgical relabons in lumbar herms 
The space v anes acc rding to the len th of the twelfth nb and 
accordin to the type of die I with its eflect upon the position 
of the nbs Thus in the slender individual with acutely slopm 
nb the space i decrea ed while u the emphysematous type 
the pace Is increased The Up of the twelfth nb in the aver e 
pe son hes about 2 inches verucallj above the center f the 
ihac crest 

The costo-ihac space is hm ted medial]} b) the lateral ed e 
of the sacrospinahs laterally by the postenor border of the es 
tcmal obhque while the entire space is covered postenorly b} 
the tendon of onmn and muscle fibers of the latissimus dorsi 
except in its lower p rt where a narrow tnan Je is left between 
the lateral bord r of the latuisimus dorsi and the postenor 
fibers of the external obhque 

This tnan le known a Petit s triangle n>asp ce f anable 
size Below it bound by the upper mamn of the posten r 
porUon of the li c est L terally i the po tenor ed e f the 
external abdominal blique mu de and medially it i b unded 
by the lateral ed e of the 1 ti simu dorsi muscle The floo i 
formed by the lower posten r fiber of the internal obhqv 
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while m front of the e Lcs the tendon of origin of the transverse 
abdominal and quadratus lumborum muscles (Fig 85) 

In a well musculated individual the lati sunus dorsi and the 
external obhque ma> overlap obhterating the triangle Good 
man and “'peese in 76 dissections found the triangle missing 
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12 times on both side md 4 tunes on one side onlj In the 
anatom c laborator) a great variation in the size of the base 
of the triangle 1 seen The triangle also differs from the upper 
t an le in that ne thcr nerve nor vessels pierce its floor 

After removing the lati unus dorsi and removin'' or re 
tnetm^ the lower digitaUon of the serratus postenor mfenor 
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the upper larger tnangle is exposed This is the second iveak 
point of the lorn and is known as the fasaal or Giynfeldt and 
Lesshaft s tnangle It 1 more constant than the lower or Petit s 
tnangle The shape and siae of both \ar> It is bounded abo\e 
bj the lower ed e of the twelfth nb mediallj by the sacro- 
spmalis and quadratus lumborum and laterally by the postenor 
hbers of the internal obhque The floor is fa aal being the site 
of the fusin of the lumbodorsal fascia which antenorlj f rms 
the aponeuro is of the transversus abdonmu and postenorly 
splints into three 1 > ers to enclose the sac ospinalis and quad tus 


lumborum (Fig S6) AVlule the middle anl p stenor lajers 
are dens the antenor 1 ery thin and is contmuo s with the 
trans er ahs fasaa The e is no muscle to buttre s the floor 
in this upper tnangl e cept occa on lly the thin outer thud 
of the quad atu lumbomm which may he external to the sacro- 
spinahs The spa is furth r w aLened by the twelfth mter 
costal nerve and \essebp rcmg tfi fa a Crynfeldt in 1S60 
in descnbmg thi space said The apon urot c fibe of the 
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trans\ersalis in dividing form a space for the lo'wer intercostal 
artery just as the sperm cord enters the trvo pillars of the ex 
temal nng 

Operation — S R Ether anesthesia The patient was put 
on his nght side and a kidnej pillow placed under the right loin 
An obhquc incision was used excising the previous scar The 
pentoneal sac was found beneath the latissmius dorsi aponeurosis 
and dissection was continued until its base was exposed The 



outer and inner muscular fibers of the latissunus dorsi quad 
ratus lumborum and mtemal obhque were exposed and freed 
so that they could be overlapped without tension The lumbo 
dorsal fasaa was likewise freed The left tbgh which had 
previous!) been prepared was exposed and through an H shaped 
inasion a piece of the fasaa lata about 6 inches square was 
remoied and placed in warm normal salt solution The kidney 
pillow was remoied 
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The pentoneal sac was then in\erted and o\ersewed with 
chrormc catgut (Fig 87) The aponeurosj of the tians^ersalis 
was then brought together and reinforced with a piece of the 



fascia fata which was attached above to the penosteon of the 
twelfth nb medially to the under surface of the quadratus lutn 



f g t n> I Mq dq d»at • mborum t d 

botujn and laterally to the transvers s abdominis and internal 
oblique (Fi 88) The lOtcnial obbqac and qua Iratus were 

brought to ether w thout undue tension wuth mternipted sutures 
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(Fi„ 89) The latissunus doisi was then dosed (Fig 90) and 
the remaining piece of the fascia lata was sutured over this and 
attached antenorly to the posterior fibers of the e'ctemal obhque 



(Fi 91) The skm was dosed with interrupted sutures of silk 
worm gut 

The patient made an uneventful recover> bemg allowed 



out of bed in three weeks When seen on January IS 1923 there 
was no evidence of weakness of the postenor abdominal wall 
There was however a small aiDection of serum m the thigh 
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The pentoneal sac was then mierted and oversewed with 
chronuc catgut (Fig 27) The aponeurosis of the transxe rgali'; 
was then brought to ether and reinforced with a piece of the 



fasoa lata i\hich was attached abo%e to the penosteum of the 
twelfth nb medially to the under surface of the quadntus lum 



borum and lateral!} to the traimersus abdominis and internal 
oblique (Fig 88) The intern 1 oblique and quadrates were 
brou htto ether without undue tension Mth nterrupted sutures 
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Acute pain in the n ht iliac fossa is sugs,esUve of acute 
appendiaUs When to this pain is added \onuting a shght nbe 
of temperature a rapid pul e n'ndity of the nght rectus and a 
leuV.oc>tosis the picture of acute appendiatis stems fairly com 
plete The following case illustrates the difficulty of differential 
diagnosis 

M S aged fourteen years was admitted to the hospital at 
S p u 1/29/22 I had een the patient about 3 o dock in con 
sultation with Dr Leebton On the morntn® oi the day of ad 
mission she developed severe cobdty pam m the nght lower 
abdomen She had a similar attack a year previously from which 
she recovered Dunn® eadi menstrual period right sided ab 
dojninal pain was present but to a much less degree She was 
nauseated but did not vom t until after admission to the hospital 
Her bowels were tegular and she bad had a movement in the 
mornmo 

Her previous hi toty was ne ative The last period was com 
picted four days before admission The menses were regular 
and lasted from two to three days The flow was normal but 
rather painful The menstrual cy de began six months ago 

The physical exam nation was ncgatise except for the ab- 
dominal findmg«s There was little if any distention The 
tenderness was limited to the nght lower abdomen bemg most 
exquisite m the region of McBuroey s point The enUre n bt 
side was ngid No masses were palpable Rectal examination 
was so painful that a thorough examination was impossible 
Pen talsis was exaggerated 
The blood count was 

Rdblcwd-cell 4 100000 P lymo ph 1 rs 75 pe ce t 
Whi blood-cel! 16400 Small lymphocjt 2 
T t I 2 

69 pe « t Eo ph 1 1 

75 
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•where the fasaal graft had been r«no\ed I do not know wh) 
this had not been absorbed after so long a time 

It inaj be said that this was not a true lumbar hernia smee 
the stab-wound maj ha\e contributed to the weakness of the 
abdominal wall The operation d^enbed hoivever is suitable 
for the repair of a hernia in this region regardless to the etioloo^j 
smee it is based on the anatomic relations of the region E% en if a 
herma occurred following suppurati>e processes with e'ctensne 
scar tissue supplantmg m part the muscular tissue I belie% e that 
the fasaal transplant offers the best chance of permanent cure 
The question has been raised as to whether or not a sac is 
present In this case the sac was well developed and was similar 
to the sac found in the umbihcal henua I do not know what 
the sac contained since I did not open it but it m]«,ht contain 
omentum large or small gut or po^bly the kidnej Cases 
have been reported that have b^n strangulated but this i 
not the rule since thej are usuaU) easily reducible 

Although the teat bools on anatom) and surgery place mote 
emphasis on PeUt tnan le as the site of lumbar hernia I be 
beve a careful invesu aUon would how that hernia through 
the space of Gr)-nfeldt and Lesshaft is much more frequent 
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In dll about 500 c c of blood Were found in the peritoneal cavit> 
As much of the blood and as many clots were remo\ed as pos 
sible The peritoneum was closed as usual the internal oblique 
repaired and the remainder of the incision ivas closed with 
interrupted catgut sutures Michel chps were used for the skin 



The pathoIo«nc report was Graafian folhcle perforated 
Passi\e congestion ol the ovary with interstitial hemorrhage 
shght fbrosis 

The patient had an uneventful convalescence and was dis 
charged February 13th ccanplelelyreovered 

Both Dr Muller and myself have found the modification of 
the McBurney incision as shown m the accompanying illustra 
tion (Fig 93) very useful when greater exposure was necessary 
because 0 ! a low Ijung appendix or pelvic lesion None of these 
patients have developed inci lonal hernia: It is important to 
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Unnalj-si \vas negalne for sugar albwma casts leutocjtes 
or erj throcj-te' 

Temperature as 99 3 F pulse 114 resp ration 24 

I made a diactiosis of acute appendicitis and deaded upon 
immediate operation 

Operation I S R Ether anesthesia McBumey inosion 
Befo e the pentoneum was opened the b ue black color of the 
blood showed clearlj thiou hit andtheiatem who was asst tin 
mentioned the possibilit> of a ruptured graafian folhe’e Xbe 
pentoneum was opened and free blood escaped The appendix 
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which immediatclv presented was found to be normal The m 
CL ion was eOj^thened the fibers of the mtemal oblique were 
cut acro^ at n ht an le> to tiae direction of the wound and the 
peritoneal opening enl rged This gave an excellent expo re 
of the n^ht tube and o art which were del \ered Aperfor ted 
follicle on the postenor urf « of the right ov arj w as found from 
the inten r of which acti bleedi g wa takin place (Fi 9’’) 
The ca it> w s about f inches m diaaete and the perforatio 
w as about i ch m length The q-st and a portion of the o wr) 
were remo ed and the etnamdei f the nan tissue It ated 
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until the period of re<^ression of the corpus luteum is nearly 
completed 

It IS as yet a moot point whether the hemorrhage 1 more 
frequent from the atretic or from the graafian follicles Durin^ 
the formation of the atretic folhde the tunica mtema gives 
n etolutemcellsof cormecti\e tissue origin which are highly vas 
cularized Hemorrhage from these ma\ occur at any penod 
m the menstrual cj cle but it is more likel> to occur at the tune 
of menstruation with its accompanymg pelvic hyperemia 

The accident occurs usually m young women In the young 
vngin it IS most frequently diaonosed as acute appendicitis as 
in the preceding case while m the mamed woman it may be 
confused nith either appendicitis or ectopic pregnancy 

The amount of bleeding vanes from the amount which nor 
mally occurs VMth each ovulation to massive hemorrhage causin*' 
early exodus Schuman has reported 3 cases m young girls 
who displayed all the phenomena ol mlrapentoneal hemorrhage 
but v\ere treated expectantly and recovered In the cases of 
massive hemorrhage pallor and air hunger together vMtb an 
aneima and a pelvic mass may aid in the differential diagnosis 

Should the possibility of ovanan hemorrhage be kept m 
mmd a poitne diagnosis might be made before operation 
However I feel that should the diagnosis be made it would be 
better to operate regardless of the seventy of the symptoms 
present because certainty of diagnosis cannot be assured 
without laparotomy or the possibihties of continued bleeding 
be calculated 
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bear this m mmd since it obviates the necessity of closing the 
inasion and making a nght rectus inasion 

Iselaton as earlj as 1851 was aware of the pos ibihty of 
hemorrhage from a ruptured graafian folhcle Noa ack reviewed 
the hterature up to 1917 and found 40 cases which he was 
willing to classify as manan hemorrha e e cept that from 
o\anan pregnanaes and ruptured large ovanan c>sts and 
sohd tumors 36 of the cases had been collected p eviously bj 
Von Beust in 1914 Smce ISovacL s contrfbut on Veer Smith 
and Penn have added cases Recently seNeral other reports 
ha\e appeared m the hterature indudm reports such as that 
of Schuman where the tentati e diagnosi was made and the 
patient treated e-rpectanUy 

Clinically o^a^an hemorrhage may be diided mto the 
following groups 

1 That due to rupture of a graafian follicle or corpus luteum 

2 That occumn from perforation of a hematoma of the 
stroma of the ovary 

3 That occumns, from atretic foUicuIar cysts 

4 That occurruig from ruptured ovanan cy sts or solid tumors 

5 That occurruie, as the result of ovanan pretmancy 

The rupture of a •’taafian folhcle or corpus luteum with 
exteasne hemorrhage may occur just before durm or just 
after menstruation h.o cases have been reported s occurring 
previous to menstrual life or after its cessation 

The tunica interna m the maturmg graafian follicle con 
tarns an extens ve pi xus of mimile blood vessel from the tuiuca 
externa which are continued into the membrana granulosa 
After the ruptu e of the follicle with the discharge of the ovum 
the formation of the coipus lutoun begins In the earliest 
stage of the formation of the luteum cells which are probably 
hypertrophied epithelial cdls of the membrana granulosa there 
occurs the so-called penod of hyperemia During this penod 
thin walled bud like projections of the vascular plexus are 
found in the coipus luteum The m mbrana granulosa v essels 
become small r when th coipus luteum is completed but the 
vessels m the tuiuca intema and th externa mam p ominent 
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UNILATERAL EXOPHTHALMOS A CLINICAL REPORT 
OF FIVE CASES 

(Re 0 ED Y Db K u- Mtrs er IIou r) 

The occurrence of unilateral exophthalmos is bj no means 
raic Regardless of its trequenej as a symptom mdividuals 
presenting this finding are aluajs xvoithy of intensive and 
thorough study on account of the variety of factors which may 
be concerned in the etiology and the difficulty nhich is sometimes 
encountered in arriving at a definite diagno is Through the 
courtesy of Dr Charles H Frazer the following cases having 
m common this one symptom — * e unilateral exophthalmos — 
which IV ere recently studied by the neurosurgical service at tb 
University Hospital are he epre ented 

Illustrative of the fact that the diagnosis of this condition 
is not alwaysobwous and IS frequently difficult we may consider 
the case of an adult male aged forty years who was admitted 
to the neurosurgical service complaining of headache and nausea 
Three years before he had developed gradual loss of vision of the 
nghteye On admiss on this eye was totally blind InMarch 
1922 he had h s initial attack of pam and voinitmg This pain 
n as located m the frontal region was dull constant neuntic in 
type andpersistedforaboutsevendays He w as then free from 
subjective symptoms exdudmg his unilateral blindness until 
nine months later when his subjective symptoms returned 
From that time until adimssion in January 19'’3 more or less 
pain had been constantly present and vomiting was a frequent 
occurrence Two days before coming to the hospital ptosis of 
the right eyelid developed 
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No loss of VI ual acuity was assoaated no febrile phenomena 
nor leukoQtosis Hernghte>ewasdecidedlyeTophthalmic the 
supra orbital margm puffy the skin of this region as w ell as that 
of the right hd boggy with edema Downward and inward 
denation of the globe was present There was paresis of all the 
extra ocular muscles Blood and spmal fluid were negative 
a; Ray pictures showed some clouding of the right ethmoid 
air cells 

Exploration of these spaces was decided upon and was per 
formed b) Dr Band Hu^ck A considerable quantity of pus 
was found and evacuated In a few days she was discharged 
reheved of paui Five weeks later she returned her exophthal 
mos much more marked than on discharge Pam was not a 
promment symptom but on account of a sensation of abnormal 
fulness in the nght eye she was very uncomfortable A mass 
could be easily seen and palpated beneath the supra orbital ndge 
m the upper and outer orbital quadrant Although the existence 
of an orbital abscess was suspected the absence of fever leuko- 
cytosis and the eneial symptoms of infection made this sup 
position rather questionable It was thought that there possibly 
existed a neoplasm of the orbit which bad been developing pnor 
to the s nus infection and which at about the same time began 
to manifest itself Regardless of the nature of the lesion explo- 
ration was indicated Dr Frazier performed this operation 
approaching the orbit from beneath the supra orbital ndge A 
large subpenosteal abscess communicating with neither the tis 
sues of the orbit nor with any of the adjacent air spaces was 
found evacuated and do ed with a Dakin tube »» situ The 
patient made an uneventful recovery 

lUustrativ e of the gravity with which umlateral exophthalmos 
may be attended let us consider the case of a forty year old 
female who was admitted with a chief complauit of headache 
fever chills and protrusion of the left eve Four weeks before 
she had had a slight attach of laryngitis from which she appar 
ently enUrely recovered About a week later she began 
to have headaches ocapital at first later generalized These 
headaches were extremely mtense constant and throbbing 
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\\ith the exception of the findings assoaated with the nght 
e>e ph>sicalexaiiunationwasenUreI>negaU\e An exanunation 
bj Dr DeSchweinit? re\ealed ptosis of the nght hd absence of 
hght perception an inacti\e ms and a sh ht decree of ex 
ophthalmos 4 mm in ad\ance of the opposite side Complete 
atrophy of the optic ner\e had taken place upward and out 
ward motion was markedly limited The left eye retained nor 
jnal Maion fundus field and motion 

The spmal fluid pressure was found to be sL htl> ele%ated 
22 mm of mercury A cell count showed 10 cells per cubic 
millimeter AH other laboratory studies were ne<»aU^e 
Taking mto consideration the increase of spmal flmd tens on 
It was thou ht that quite likcU an intracranial lesion w as respon 
ihle for the condition x Ras's taken elsewhere indicated some 
sb ht thickenipQ of the tissues about the apex of the orbit An 
orbital tumorwas coQsideredanotherpossibihty Itsiasdeaded 
to explore the orbit withholding mote radical mtracraiual pro- 
cedu es until orbital growth could be ccrtamly ruled out This 
wasdoneby Dr Frazier usmg the Kioolem method of approach 
The outer and upper walls the boundaries under suspiaos nere 
thoroughly m pected h»o tumor nas found The patient is 
con\alesang nicely from this procedure and to date has had 
entire rehef from both pain and somiting The etiolo*^ of the 
condition givm" nse to the e ophthalmos however is stiiJ 
undiscover^ subsidence of the protrusion has occurred 
Does a tumor actually east perhaps primary in the optic nerv e 
or m some ther portion of the orbit which our exploration has 
failed to reveaP Does an intracranial lesion exi t which has 
given n e to this umlateral symptom? These questions can be 
answered only by further study investigation and perhaps 
operation 

That the conclusi diamo i of orbital abscess i not always 
a simple matter is lUusf afed by the case of a middle aged 
Jewish female who came to the hospital early in December 1922 
complainm of pam and protrusion of the nght ey e The pam 
bad persisted f r c ht weeks It was sharp throbbing and 
contmuous m st ma ked m the orbit and supra-orbital regi ns 
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No loss of \i ual acuitj ■was associated no febnle phenomena 
nor leukocytosis HernghtejcTiasdecidcdly exophthalmic the 
supra-orbital margin puffy the skin of this region as w ell as that 
of the nght hd boggy with edema Downward and mnard 
dcMation of the globe w as present There was paresis of all the 
extra ocular muscles Blood and spinal fluid were negatixe 
X Raj pictures show ed some douding of the nght ethmoid 
air cells 

Exploration of these spaces was decided upon and was per 
fonned by Dr David Husick A considerable quanhty of pus 
was found and exacuated In a few days she was dischar<Ted 
reheved of pain Five weeks later she returned her exophthal 
mos much more marked than on discharge Pam was not a 
prominent sjinptom but on account of a sensation of abnormal 
fulness in the nght eje she was very uncomfortable A mass 
could be easily seen and pilpaled beneath the supra orbital ndge 
in the upper and outer orbital quadrant Although the existence 
of an orbital abscess was suspected the absence of fever leuko- 
cytosis and the general symptoms of mf ction made this sup 
position rather questionable It was thought that there possibly 
existed a neoplasm of the orbit which had been developing pnor 
to the sinus infection and which at about the same time began 
to manifest itself Regardless of the nature of the lesion explo 
ration was indicated Dr Frazier performed this operation 
approaching the orbit from beneath the supra orbital ndge A 
large subperiosteal abscess conunumcatmg with neither the tis 
sues of the orbit nor with any of the adjacent air spaces was 
found evacuated and closed with a Dakin tube in stf» The 
pat ent made an uneventful recovery 

lUustrativ e of the gravity with which unilateral exophthalmos 
maj be attended let us consider the case of a fortv year-old 
female who was admitted with a chief complamt of headache 
fever chills and protrusion of the left eye Four weeks before 
she had had a slight attack of laryngiUs from which she appar 
entlj enbrely recovered About a week later she be„an 
to have headaches occipital at first later generalized These 
headaches were extremely intense constant and throbbmg 
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Although not a neurotic individual she frequentl> saeamed 
Vith pain Two dajs before admission she had elevation of 
temperature for the first time Twice she had been shaken b> 
severe chills assoaated v ith an axillar> temperature of 107 F 
Twent> four hours before cranui" to the ho-pital marked swelling 
and protrusion of the left e>e had occurred Upon admission 
she was mentall) clear temperature b> axilla lOi F leukoc}tcs 
23 000 The left e>e showed marked proptesis a cbemotic 
conjunctiv’a complete ophthalmoplegia and was exquisitely 
tender The fundus was ne ative except for harness of the tipper 
disk mar<Tn Sh ht redness and edema of the lids was the onlv 
abnormal findin* in the n ht eje The an les of both jaws were 
tender to pressure and the mouth could be opened to but half 
the normal limit Both sides of the face were sli btlj swollen 
I Ra> cxammalioa b> Dr Pancoast was ne ative except for 
sli ht doudui of the left maxillary sinus A dia'mosia of 
cavernous sinus thiombo 1 was made 

In the hope that thi dia<mosis was inconect exploration of 
the left antrum of Hi hmorc and the left ethmo d air cells was 
made No pus was found not was the condition of the patient 
relieved It was then com dcred best to explore the orbit in 
the hope of findin^ an abscess and cstabk hing dramage This 
was done bj Dr Frazier with ne alive results At the same 
time mtracraiual explorabon was performed bj an appro ch 
superior to the left frontal sinus The cerebral cavity was ex 
amined extradurallv as f r postenorlj as the cnbiform plate 
No evidence of absces* was pre^nt sj-mptoms we enot relie ed 
Blood cultures taken on two occa 10 ns showed no ^0 th Her 
mentaLt> was undisturbed She continued to show ide t m 
perature fluctuations — 100 to lOi de"Tees — the exacerb tions 
being accompanied bj se ere ngots The left eje be amemore 
and more prominent and showed sb ht blu h di-co!oratio 
The appea ance f the n ht e>e began t approximate th t f 
the left on admission Her djn as umed n ictero d h e she 
became mo e and more t xic t cess e diarrhea de eloped and 
death occurred seven days after dmssion and fou foU win 
operation Autopsy was refused 
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Here i a case of eTophthalmos ob\aously infecti\e m ongin 
the infection being extremelj virulent and malignant in nature 
Although at all tunes the dia«»nosis of that most dramatic and 
tragic of orbital infection — * e cavernous sinus thrombosis — 
was considered practically certain operative interference was 
instituted in the hope that the diagnosis was faulty and that 
possibly something could be done The source of the infection 
IS uncertam as the sb ht laryngitis precedm^ the on et of 
symptoms m an> naj associated^ Did a cerebral abscess exist 
which bj contioUit) involved the blood space affected? These 
are questions upon which in the absence of po tmortem findings 
one can only speculate 

Another condition w hich can give nse to this one sided physi 
cal finding is demonstrated by a thirty six >ear old female who 
came to us on account of pain m and above the left eye This 
pam had been intermittenUy present for the preceding six years 
w as parox) smal m type quite evere and at first readily reheved 
b> aspirin Chatioes in the vveather exatement and anxiety 
seemed to institute or ag ravate the pam 

On admission she complained of constant pain This pam 
was located m the e>e itself along the left side of the nose and 
m the left temple Occasionally she had attacks of vormtiHe, 
Thi she attntruted to medicmes tahen Examination showed 
ptosis of the left upper lid dbnost complete paralysis of the 
extra ocular muscles moderate exophthalmos normal pupillary 
reactions with no abnormal fundus or visual field findmgs She 
was seen by Dr SpiUer and Dr Dercum m consultation with 
D Frazier who agreed that there was evidence of mvolvement 
of the left third fourth fifth sixth seventh eighth mnth and 
tenth cranial nerves A lesion neoplasUc or inflammatory 
located at the base flat and plaque like m type involvm<' the 
nerves mentioned at the points of emergence from the skull was 
thought to be the most plausible explanation The family would 
consent to no op lative interlwence A rigid rest cure mdicated 
by the patient s undoubted neuroUc tendencies was mstituted 
and carried out with shght if any improvement Upon request 
of her family she w as discharged one month after admi sion 
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Here >ou maj nghtlj saj that in the presence of so many 
other and more si<Tiificant symptoms and findings the importance 
of theproptosi was practically neghgibJe Ilspresence horreier 
merelj series to illustrate another condition ivith ahich it may 
bepresent — 1 e paralysisofthemusculatureoftheorbit 

There is a spcaal group of cases of nhich a considerable 
number ha\e been reported m the literature nhich can readily 
be explained upon physic 1 grounds A e\cn year-old boj ad 
nutted to the emce of Dr deSchnemitz and later transferred 
to tbeneujo uigical semce for operation senes to illustrate this 
mterestuig condition Bncfly hi hi Ioi> is as follows 

Two years before comm to lht> hospital he expenenced a 
fall of six feet at which tune he fractured hi n ht clawcle and 
recened a blow upon the head S« weeis later his father a 
phys aan noticed distention of the left angular x em A distinct 
thnll was palpable oier this area This distention pro'Tes ed 
and Tias assoaated with a definite adiancmg pul»atiSe exoph 
thaiznos Li ation of the left common carotid artery was per 
fomed at the ^^ay o Cluuc m July J92J Sbght improx ement of 
the exophthalmos followed Three months later rejection of the 
dilated angular xeins was performed sub equent to which the 
exDphthahnos became more pronounced and dilatation of the 
conjunctiial leins occurred 

Examination on admi sion rciealed a healthy normal boy 
with no endence of constitutional disease The left eye showed 
pronounced e ophthalmos associated with moderate pul ation 
The % ms of the palpebral and bulbar conjunctn » those of the 
upper and lower bds of the temple and left forehead were 
ma kedly di tended The entire area had a purplish tin e A 
loud bruit could b heard t»er the left side of the head mo t 
infen in th tempioral region Subjectiiely he complamed of 
whirling noises m fm> he d Pressure o er the left jugular \em 
cau ed almost complete disappearance of the bruit compres on 
of th rght common ca otid artery had a similiar effect \ ion 
of the affected eye was not impa ed A diagnosis of p baling 
exophthalmos the esult fa t no eno s aneurysm fthemlemal 
carotid art ry and the ca emous m s was made and operaUon 
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adMicd An operation v.as perfonned by Dr Frazier which 
consisted of a gradual obliteration of the lumen of the right m 
temal carotid arter> first bj arterial damp ten dajs later by 
hgation The procedure was ■well tolerated Two tv eeks later 
he was discharged with no appreciably improvement in his eye 
protrusion the sensation of buzzing in his head however bavmg 
almost entirely disappeared 

It IS our hope that the meager details of the cases presented 
will to some extent illustrate this interestmg and sometimes 
rather complex symptom of unilateral exophthalmos It should 
be w ithm the pow er of the investigator to discover a phy siologic 
physical explanation for all cases of exophthalmos involving one 
or both eyes When one alone is involved we can almost surely 
ehmmate a systemic or genera! condition such for example as 
totic goiter Under such conditions the failure to locate the 
combination of physical and physiologic condibons which is 
responsible for the symptom is a confession of our inadequacy 

In the study and investigation of cases presenting this uni 
lateral condition it is necessary to bear m mind the variety of 
lesions which may contribute and give rise to such a situation 
and by the process of eluomabon amve at a correct diagnosis 
W e must take account of the mechancial factors Has the orbital 
space been decreased by mvasion of net^lastic cystic or mflam 
matory tissue^ Are the orbital vessels themselves the cause of 
the disturbance’ Can the nerves and muscles be at fault’ Is 
there modification of refractive power due to alteration of the 
axes of the bulb the result of compression? WTiat fundus changes 
have taken place’ Has trauma occurred subsequent to which 
their IS emphysema of the orbital tissues or alteration of the 
adjacent blood vessels’ What i the condition of the osseous 
air spaces v hich are such close and important neighbors to the 
orbit? Does constitut onal disease exist and if so what is its 
relaUon to the condition’ Is there hemorrhage relaxation of 
orbital tissues sympatheticinvolvement evudence of mtracramal 
disease glaucoma pulsation inflammation edema or suppu 
ration? These questions must be answered before in a condition 
such as th we can d agnose pn^osticate or treat 
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Medicine of UNivERStTX op Pennsylvania 


THE USE OF AIR IN THE DIAGNOSIS OF INTRACRANIAL 
LESIONS AN ILLUSTRATIVE CASE 

The use of air as a medium for determmuig the size and shape 
of the cerebral ventndes ongmated with Dandy He first used 
It to indicate the position of the obstruction m cases of hydro 
cephalus As it was found that the outlme of the ventndes 
could be dearly demonstrated and any change m tbeir outline 
or position easily seen the <lia<mostic possibihties of the pro- 
cedure m cases of new growth with or without an accompanying 
hydrocephalus were realised In order to outline the ventndes 
on an x ray plate a medium either more or less dense than the 
surrounding bone must be used No substance more dense 
than the bone has been found that is not too tone to be mjected 
into the brain Air shows on the x ray plate as an area of de 
creased density It is less dense than the cranial bones The 
injection of air mlo the ventndes produces no toxic eSect 
The present case illustrates a further use of air in the diag 
nosis and localization of cramal lesions If at the operating table 
a deep seated cyst is encountered it is the part of wisdom to 
attempt to determme the size and location of the cyst before 
an eSoit is -made to remove it This is particularly true if the 
c>st IS ghomatous m ongm If on introducmg an exploring 
cannula a dear canary yellow fluid is obtamed this findm^, 
IS pathognomonic of a ghconatous groath which has undergone 
cjstic degeneration The presence of a ghomatous growth 
complicates the operative procedure These tumors are in 
filtrative m character and comin<ml> unencapsulated For 
reasons not dearlj understood patients having ghomatous 
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tumors quite commonly show marLed reaction after the simplest 
operative interference Since it is almost impossible to ex 
tiipate a large glioma tn masse and since any such maneuver 
would VFith certamty be followed b> the onset of a cerebral 
edema and extreme danger to the patient whenever a large 
cyst evidently gUomatous is encountered an attempt should 
be made to localixe its position The surgeon can then deade 
whether it is possible to attack it suaessfully at a second opera 
tion or whether it is wiser to leave It alone Once its position 
is known it may be treated bj repeated tappmg and mtens e 
radiation if remov al seems out of the question 

This is preaselj the problem that faced us in tbs case The 
dura on operung the sLuU was verj tense In attemptin to 
tap the left ventricle for the rebef of tbs tension the cxplor 
ing cannula entered a cj'st and ev*acuated 5 cc of jellowisb 
flu d A diagnosis of a large gbomatous cjst was made Even 
after we had removed about 5 cc of fluid from one part of 
the cj'St and tapped the ventricle on the other s de the tense 
ness was but little relieved The dura was opened for about 
an inch and the brain at once commenced to herniate out through 
the opening an ominous sign showing that the brain would swell 
and bnn^ on a senous degree of medullary compression on httle 
provocation Theejstwas therefore agaui tapped rather to 
our surprise an even larger amount of fluid was evacuated and 
an equal amount of ait njected The wound was now closed 
without difficultj an 1 the patient taken to the x ra> depart 
ment The dearness vnth wbch the position and size of the 
cyst may be seen is evident from the accompanyuio plates 

Case History— T S aged forty six jears white laborer 
admitted to the service of Dr T H We: enburg Pol} clinic 
Hospital Gr duate School of Mcdicme Umversity of Penns}l 
vama 10/3/22 

CJtef Complaint —Headache 

Btstoty of Present Cond (ton —The patient has had headaches 
in the left frontal re-non for the past s x months These head 
aches came on with no apparent cause Previous to admiss on 
the headaches we e terrific but recently the} have been duU 
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These pains v* ere located at first m the ©capital region now they 
are frontal m position particularlj on the left side There are 
remittances for trvo or three hours afterwhich the pain returns 
There has also been some pam m the eyes No \ertigo or stag 
genng Projectile vomiting luo or three times a day for the 
last SIX neeks Nodizziness Therehas been someobscuration 
of vision m the left eje for the last too months A gradual loss 
of strength with sbght loss of weight has been noted No pa 
Tdlj ses or weakness present 

No palpitation hemoptvsis or hematemesis 
Slight cough and djspnea noted 
No UTgenc> frequency or hematuria 
Past Medical Eiztory — ^Fourteenyears ago hehad\ery severe 
headaches with almost complete loss of vision This condition 
all cleared up No other sickness 

Social Etslory — Laborer m the coal mines Home conditions 
fair No alcohol or tobacco 

Family fftjlory —Mother and father dead cause unknown 
ife and one child living and uell No miscarnages 
Physical Examination —Well nourished well dev eloped adult 
white male He lies in bed with his hands to hi head as though 
in considerable pain It is almost impossible to make Vum under 
stand what is said and for this reason it is difficult to obtain 
any impression as to his mentality The few English words that 
he can speak are fairly clear He seems to have no difficulty in 
articulation and he talks intelligently m his own tongue to his 
wife She say s that she has not ced no deterioration in his men 
tality 

Har Coarse and thick scalp otherwi e normal No bony 
prominences Some tenderness to percussion over the left 
frontal region 

Teeth Some old stumps and a marked pyonhea Tonsils 
negati e 

Neck No thyroid enlargement postcervical enlargement 
or vascular pul ation 

Thorax Expansion free and equal no abnormal signs to 
palpation percu sion or auscultation over lun s 
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Heart Ao enlargonent inuimur or arhjthmia noted 
Abdomen \o vis b!e masses no abnormalities to palpation 
IVouignmal axiUarj or epitrochlear axfenopatlij 

Cranial ^eres—l ^o apparent loss of fjie seme of smell 
ngbt or left 

II Pupil honzontallj oval and react only slo ishlj to 
light and in accommodabon E>emovcinentsapparentIj normal 
when not bein^ tested but when an attempt is being made to 
test him he does not understand commands and fail to rotate 
There is apparent deviabon on attempt at near fixabon but as 
he ees verj little e cept light the poor reaction maj be due to 
that Penmetrj tests show extreme umform bilateral contrac 
bon of the ual fields tjp cal barrel vi ion Vis on R ht 
6/1'’ left 6/21 Pupil clear sb htlj dilated media dear to 
ophthalmoscope opbc d k completely obscured b> snelJiTo 
amountin'^ to 4 to 5 diopters in the ri ht and 5 to 6 in the left 
ej e bilateral papillitis 

III n VI No paraly es or pareses of the occular musdes 
\ Bilateral corneal refle. 00 faaal anesthes ma seters 

contract firmly and equally n ht and left 

Vn Iso li eakne s of the faoal musculature n ht and left 
Mil Both tympani shghtly retracted cones of li ht good 
no pain in ears no d char e heann„ "’0/20 AOBC both 
5 de \\cbe — nomasto d tendemes 

I\ Sense of taste difficult to detennme but appa ently 
normal 

\ Ga reflex norma] palate raised Dorniaby n it and left 
uvula not deflected 

NJ Rai es both sh ulders equally and nell no stemo- 
masto d neatness 

\II Tongue protrudes nonnall^ in th midline no at phy 
Exlrmtlies — ^Anns IvorrasunoO paraljsi of mo ement 
All mu de movements poverful and equal n ht and leit Ko 
dysmetna finger to-no e or fin e to finge no a terco nos 
adiadolotinesis or lo s of sen of posibon 0 passi e move- 
ment no lo s of the finer moven cuts of fing rs nghc or left 
No sensory loss m the upp r atremity 
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B cep 
T p 


Thorax No sensory loss 

Abdomen No sen ory lo s Abdominal and cremasteric 
reflexes prompt and equal n^ht and left 

Le s No wasting or paralysis of movement All muscle 
movements powerful and equal ti lit and lelt No dysmetna 
heel to knee no loss of sense of position in the toes no Romberg 
no abnormahties of gait or station no loss of vibratory sense 
No sensory loss noted 


High Lcf 

S 3 

3 3 

0 0 

0 0 


11/3 '22 Apparently deviation of the movement of the right 
eye to the nasal side and consequently defective convergence 
Slight weakness of the left side of the mouth m movement 
noticed Blood and unne negative to repeated examination 
Wasseimann test on blood and spinal fluid negative m all 
dilution on two examuiations Spinal fluid pressure '’S mm 
Hg 3 cells per H P F Queckenstedt test negative * Ray 
of skull negativ e No pituitary fossa enlargement 

Summary of Pos live Fmdmgs — Severe headaches at first 
ocapital then frontal especially on the left side 

Loss of vision bilateral papillitis more marked on the left 
Slight hmitaUon of movement O D to nasal side and de 
fectiv e conv ergence 

Shght w eakness of left side of mouth 
Tenderness to percussion over left frontal region 
Tentat ve Diagnosis —Brain tumor— position undetermined 
10/30/22 Ventnculogram Patient on face head turned to 
the left trephine openmg in the n htpanetal region under local 
anesthesia Right ventricle tapped pressure of fluid 20 mm 
Hg 30 c c of fluid withdrawn pressure 10 mm Hg 40 c-c. 
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of air injected pressure m %eiitndes 40 mm H Taken to the 
* ray department and four plates made n ht and left fatera] 
A P and PA Air remo\ed after plates were made Except 
for slioht headache the patient had no reaction after thi pro- 
cedure 

Ventriculogram Diagnosis —In the A P \new (Fi 94) the 
left i eatncle seems entireh ooduded but in the P A view fFi<^ 


Fg 94— 4nt po t n ra pj t h uig th mpl t occl 

fth t n h m f th I ft -e t 1 hil th t h ftli nght 

6113 na Ily 

95) the postenor horns of both entncles are pat nt nd filled 
with air In the 1 ter I \-iew (F 96 ) (he postenor horns of 
both \ entncles are well filled but the anten r h rns esp a 11 j 
the left seem to be ob tructed It would ppe r that the nte- 
norhomofth leftventncle i hut £f Couplin this fact with 
the persistent left frontal headache and tenderness t pe cussion 
m area and th m re ma Led p p ffiti n (he /eft it seems 
probable that the tumor is in thi loc ht F r thi re son it 
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would be advisable to rai e a left frontal osteoplastic flap and if 
no tumor is found to perform a deannpression under the base of 
It in the left frontal region 

11/7/22 Tendon reflexes on the nght side slightly increased 
over left Pseudoclonus on n^t Babmski on nght none on 
left Abdominal reflexes equal on two sides Right gnp weaker 
than left Investigation of cranial nerves difficult on account of 

— i 


be 

lack of CO operation There 1 considerable mental uncertamty 
manifested not only m ladt of co operation but also inability to 
understand commands This seems more than can be accounted 
for by the language difficulty and an mdiflerence to the pres 
ence of the exammer Frequently puts left hand to head and 
moans Evidence at present mdicates a sli ht disturbance in 
the left motor cortex cither as the result of the ventriculogram 
or due to the encroachment of a tumor 
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Operation — U/13/22 — \ lar e left frontal osteoplasUc flap 
was turned back under endopliarvii eal ether anesthesia The 
flap extended from just behind the Rolandic fissure to the eje 
brow and from the mdlme to the base of the skull in the temporal 
re<non There was but little bleeding while the flap was being 
laid back as the area had been blocked off with nosocain and 
adrenalin The dura was extremdj tense An attempt to tap 
the \entncle on the left side uas made but instead of enteruis, 



F g 96 — \ w f I It I t ral tn J b ing th t th body d po®! n 

hm llfilledwith bttftttJi t b i7» t/iJJed 

thesentncle a mallc) tcont nun about 5 to 10 cc of a dear 
yellow fluid was encounte ed Thi was s gnih ant of a gU m 
tous tumor which had bee me QStic The t ppm of thi cyst 
did not in an} wa> relie\e th dural tension F r this rea on 
we tapped the entnde on li n bt s de In this we were sue 
cessfid and the dural ten ion wa som what relie ed not 
suffiaentlv howe^ er to turn back a large du al flap We there 
fore made a segment 1 opeiun®’ of the dm and noted tbit the 
cortex was of a } ellowi h color ratherpal and the con\olution5 



flattened out The brain commenced to herniate as soon as the 
dura nas opened and considering the nature of the tumor i\e 
deterrmned to close the dura and replace the bone flap after 
fillm ff the c>st %\ith air for the purpose of disco\ermg its exact 
location After some trouble the dura was closed An attempt 



F g 97 — A t po t n pi t m d th p t g t b! ft th 

y t Ca Cy h d b fiJI d w th 7Ti dm / th y t th pJa 

1 ly bl Th treph ope gs d th dg f th t plast 

fl p Iso h wn 

to locate the c> st w ith an explormg cannula resulted m the evacu 
atton of a larger and deeper c>st about 30 c c of a similar fliud 
being remoNed The dural tension now entirely disappeared 
Thirtj fixe cc of air were injected into the c)st and the flap 
replaced The patient was taken to the x ray department and 
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lateral and anteroposterior plates made to outline the position 
of the c>st (Figs 97 98) The patient was then returned to the 
Tvard in good condition There was no marked postoperati\e 
reaction On the second da> the wound w as dressed and found 
ingood condition The patient was dear nicntall>— a favorable 
sign m gliomatous cases— but rather restless He strained a 
great deal while being dressed About sixty hours after opera 
tion he suddenlj sat up in bed fell back unconscious and died 
in three hours At autopsy the operative field was in good con 


dition The tumor seen in the plates was found (Figs 99-101) 
Pathologic report GLosarcoma 

Comment — This case demonstrates the sae to which a 
gliomatous tumor of the brain maj attain without produemg 
other than pressure sj-mptoms if located in a silent area of the 
brain The absence of any motor speech loss seems remarkable 
but close quesUoning of the patient s wife before bis death re 
vealed the fact that he had never seemed to have any difBcultj 
in articulation It is problematic how long the tumor had been 
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present. The onset of symptoms dated only two months prior 
to admission the history of the hhndness of fourteen j ears before 
which soon deared up has m our opinion no bearing on the 
present Condition but from thesizeof the gronth and the amount 
of cystic de enerabon it had undergone he must ha\e earned 
the lesion for a much Ion er tune than that 

Two conditions in which the mjection of air mav be of reiy 
defimte \alue are made manifest. The % entnculooram bowed 



Pg JOI -F tal Sfcl n ih ghth braia tbro gh th t f th 

turn t hwth fth cyst d th distan f th p- th f m th 

urf ce / th bram. 

that the anteno bom of the left \entnd na oc ] ded This 
fact placed the pathofo"j m the frontal lobe fo the body and 
posterior horn of the left \entnde wa filled with air howm 
that the f ramen of ‘Mooro was patulous The air mj ti n of 
the lyst determined ts dunens ons and eiact po tion Had 
the outcome be n mo fortunate w would ha e been ble to 
treat th lesion with inte/fio oce BtrCn tbagiu^n} t vs gr wth 
of this size the protmosis w old h e been c tremely gra \ e 




